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Treating the Common Skin Diseases 


Must side effects hitchhike... 


with effective 
relief in bronchial 
asthma? 


For years, relief in bronchial asth- 

ma has carried unwelcome side effects 
with it—nervousness, palpitation, 
increased blood pressure, insomnia. 
But now, NETHAPRIN makes prompt, 
symptomatic relief possible — essen- 
tially free from the undesirable side 


actions of ephedrine. 


In bronchial asthma and similar allergic 
conditions, NETHAPRIN can be relied 
upon to provide effective relief . . . 
increased vital capacity . . . better 
feeling of well-being. Yet its bron- 
chodilator, Nethamine, “‘causes very 
little central nervous stimulation and 
produces little or no pressor action.” 


NETHAPRIN 


SYRUP CAPS 


Each capsule or 5 cc. teaspoonful contains: Nethamine® Hydrochlo- 
ride 25 mg., Butaphyllamine® 60 mg., Decapryn® Succinate 6 mg. 


When Phenobarbital is preferred to the antihistamine, prescribe 
NETHAPHYL®-in full or half strength. 


1828 1Hansel, F. K.: Ann. Allergy, 1:199-207, 1943 
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OBSTETRICS 


10th (1950) EDITION 


By 
‘NICHOLSON J. EASTMAN 


In what is probably the finest revision to date of the famous text originally written 
by J. Whitridge Williams and revised in its 7th, 8th and 9th Editions by Henricus J. 
Stander, the present author has taken full advantage of his opportunity to reorganize, 
rewrite, delete, add new material and reillustrate to the full extent necessary to provide 
the practicing physician and the student with a complete and thoroughly modern text. 


Recognizing the need for continued strong emphasis on sound fundamentals, Dr. 
Eastman has strengthened those sections and in addition he has built up and considerably 
enlarged the sections on prenatal care, the treatment of the complications of pregnancy, 
the handling of the delivery, the details of operative procedures, and the uses of all the 


most modern, recognized methods for the further reduction of maternal and infant 
mortality. 


Historical data and theoretical considerations 
have been reduced to a minimum to provide ade- 
quate space for the more practical type of mate- 
rial needed by the practitioner and student. 


NEW MATERIAL 
Approximately 55 per cent of the text and 
more than one third of the illustrations are en- 
tirely new. Major sections which have been com- 
pletely rewritten and brought up to date are those 
dealing with: the ovarian and placental hormones, 
placental transfer, estimation of pelvic size and 
shape, the forces concerned in labor, analgesia and 
anesthesia, abortion, clinical aspects of placenta 
previa, treatment of syphilis, diabetes mellitus, 
the toxemias of pregnancy, the management of 
uterine inertia, prognosis and management of 
transverse presentations, prognosis of labor in 
inlet contraction, midpelvic contraction, rupture 
of the uterus, postpartum hemorrhage, puerperal 
infection, apnea neonatorum and hemolytic dis- 
ease of the newborn. Other sections have been 
partially rewritten and countless minor altera- 
tions made. 


WILLIAMS’ OBSTETRICS by N. J. Eastman. 


NICHOLSON J. EASTMAN, Professor of Obstet- 10th Edition. 696 Illustrations. 
rics in Johns Hopkins University and Obstetrician- 1200 Pages. Published July 1950. 
in-Chief to the Johns Hopkins Hospital. $12.50 Postpaid. 
APPLETON-CENTURY-CROFTS, Inc. 
ANNIVERSARY 


“ieee 35 West 32nd Street, * New York 1, New York 
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REPORT FROM 


THE MANAGING PUBLISHER 


GP considers modern advertising, especially in the 
world of medicine, to be an important educational 
medium. Consequently, we regard the advertising 
pages herein in much the same light as we look upon 
the strictly editorial material. We expect that adver- 
tising to be clean, dignified, timely . . . to contain in- 
formation which is of immediate, practical value to our 
readers. 

This does not mean GP is published for the con- 
venience of advertisers. Our readers pay for their sub- 
scriptions with the implied understanding that both 
editorial and advertising material will conform to ac- 
cepted ethical standards of the profession. We have, 
therefore, to reject a certain amount of advertising that 
fails to meet those standards, either because of copy, 
claims, or appearance. 

We require, first, that both physical appearance and 
copy be “in good taste.” While this is, admittedly, a 
vaguely defined qualification based on the esthetic 
judgment of staff and Publication Committee, it is no 
less a very positive requirement. 

Secondly, if any therapeutic claims are made for 
the advertised product, those claims must stand up 
under the exacting scrutiny of the Publication Com- 
mittee. For example, an ad for hair oil would be ac- 


‘ceptable if it claimed merely to give the user a well- 


groomed appearance. However, if the manufacturer 
indicated that his product made hair grow, or had any 
dermatologic action or nonallergenic qualities, then 
he would have to be prepared to back up such claims 
with laboratory and clinical evidence. 

Advertising for any product already accepted by one 
of the councils of the American Medical Association 
is automatically acceptable. The Councils on Phar- 
macy and Chemistry, on Foods and Nutrition, and on 
Physical Medicine have greatly influenced develop- 
ment of high standards in medical advertising. If an 
advertiser has some accepted products, this will weigh 
strongly in his favor in the consideration of one not 
yet accepted. If he has established a reputation for 
dependable quality in his products, honest sincerity in 
his advertising . . . if he has won the confidence of 
the medical profession—these too are factors that af- 
fect Committee consideration. 

Advertisers are our customers, and our customers are 
our best friends. We reserve the right, however, to 
choose our friends. —M.F.C. 
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Most easily tolerated, most effective 
in simple iron-deficiency anemias 


A quick look at the literature shows that leading 
hematologists prefer Feosol. That is because it is 
(1) easily tolerated, and (2) grain for grain, 


the most effective form of oral iron. 


Feosol—the Tablets and the Elixir—affords 
adequate dosage of ferrous sulfate at a cost 
to your patient of only a few cents a day. 
That’s another reason why Feosol Tablets and Feosol 
Elixir are the standard forms of iron therapy. 
Smith, Kline & French Laboratories, Philadelphia 


Each 2 fluid drams (2 teaspoonfuls) of Feosol Elixir 
supplies 5 grains ferrous sulfate— 
approximately equivalent to 1 Feosol Tablet. 


Feosol Tabiets Feosol Elixir 


*Feosol’ T. M. Reg. U.S. Pat. Off. 


the standard forms of iron therapy 
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Useful Medical Research 


ProBaBLy most general practitioners, and espe- 
cially those out in the country districts, have the 
idea that in order to do research a man must be 
specially trained in chemistry and physiology 
and experimental techniques; he must be on the 
staff of a university, and he must have a labora- 
tory with guinea pigs, white rats, test tubes, and 
much apparatus for the study of blood chemistry. 

Actually this is not true. It was not true in the 
days of William Jenner who pricked up his ears 
when milkmaids told him that if they got cow- 
pox on their hands, they were thenceforth im- 
mune to smallpox. He kept records of many cases 
to see if this was true, and finally when he was 
sure that it was true, he took some secretion 
from a cowpox pustule and vaccinated some 
children. Today cowpox vaccination is still one 
of the greatest gifts that any man ever gave to 
the world. 

One thinks also of the late Sir James Macken- 
zie, who, as a busy general practitioner in a 
small town, kept wondering which of the signs 
of heart disease carried with it a bad prognosis. 
Were murmurs necessarily a sign of an early 
death, or did people with ordinary extrasystoles 
die quickly, or could a man live long with an 
irregularly irregular heart? Instead of writing to 
ask some specialist in London, who at that time 
could not have given him the answers to his 
questions, he opened a notebook, and before 
many years had passed, he was able to say that 
certain symptoms of heart disease are of grave 
import while others are not. Later, because of 
his great knowledge gained in this way, he be- 
came the leading heart specialist in the world. 

Interestingly, in order to learn much about 
defective hearts, for awhile he used physiologic 
apparatus such as the polygraph. Later, when ex- 


perience had shown him what type of record 


oP @ August, 1950 


and disease went with an irregularly irregular 
heart, he almost discontinued the use of instru- 
ments, and again depended on the evidence 
gained by his eyes, his ears, his fingers, and a 
good history. 

In his later years he would even become an- 
noyed when a physician brought him a patient 
and kept talking only about the electrocardio- 
grams. Sir James would ask, testily, “How long 
is the man’s rope?”—by which he meant how far 
could he walk without getting pain or shortness 
of breath. To Sir James this was the most im- 
portant point in making the prognosis. 

Another biography that every general prac- 
titioner should read and know well is Marion 
Sims’ The Story of My Life. In that book is the 
story of a general practitioner who, in his two 
short semesters at college, could not have re- 
ceived more than the skimpiest training in medi- 
cine. But he was a born investigator, full of 
curiosity and a desire to learn. 

In those days many a poor, young colored 


-woman on a southern plantation was left too long 


in labor, and as a result suffered the formation 
of a big vesicovaginal fistula. After that, because 
of the urinous stench surrounding her, she had 
to live alone or with other similarly afflicted 
women, out in a shack in the woods. Marion 
Sims felt such pity for these poor outcasts that 
he kept trying to find some way of closing the 
fistula. Again and again he would operate, until 
finally he discovered that with silver sutures, he 
could close the hole and make the woman well. 
With this sort of work he became the founder 
of gynecology. 

All of these men had certain faculties in com- 
mon. They had unquenchable curiosity, and they 
had the willingness and courage and determina- 
tion to check up on their hunches. They had the 
good sense also to write up what they had done 
so as to give it to the world. The saddest story 
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of splendid research done in general practice is 
that of the able physician, Crawford Long, who 
earlier than anyone else, operated under ether 
anesthesia. But he waited so many years to write 
up his work that someone else beat him to it, 
and thus got most of the credit for teaching ‘sur- 
geons all over the world to use ether. 

There are any number of subjects which could 
easily be investigated by a general practitioner. 
For instance, none of us physicians know enough 
about the causes of common symptoms such as 
nausea, heartburn, or regurgitation, and much 
of the needed information could be obtained by 
any busy physician who would stick a little book 
into his pocket and note in it pertinent observa- 
tions as he had opportunity to make them. 

Today there are hundreds of persons going 
into doctors’ offices suffering from queer syn- 
dromes, usually undiagnosed. Careful history- 
taking would show that they are variants or 
equivalents of migraine or insanity or epilepsy. 
As someone has said, nine out of every ten epi- 
leptics never had a fit; all they have is a bad 
temper, or curious nervous storms, or attacks of 
hunger pain, or short bouts of fever, or curious 
little dizzy spells. 

Good and very useful studies could be made 
of these syndromes by general practitioners be- 
cause they, rather than the specialists, know 
families and the illnesses that keep showing up 
in their members throughout several generations. 
Here is a field of research in which the general 
practitioner could become pre-eminent. 

It it unfortunate today that the consultant or 
the professor who does most of our medical writ- 
ing, commonly sees just one episode of what 
may be a lifelong disease. Commonly, also, he 
sees only one patient out of a large family. Some 
of the sibs may have very interesting equiva- 
lents or variants of the disease, and these vari- 
ants need to be studied until they are known 
and can be recognized for what they are. 

To show the sort of problems that come up: 
A woman came with three daughters, two so 
schizophrenic that they promptly had to be sent 
to the state asylum, and the third with Addison's 
disease of the type which is due to atrophy of the 
adrenal glands. One immediately wonders if 
there was any relationship between the disease 
of the mind in the two sisters and that of the 
glands in the third. Could the failure of the 
adrenal glands to develop have been based on a 


defect in the nervous system? Many other such 
family “coincidences” make one suspect that in 
this case there was an etiologic relationship. 

One day a man came suffering from pernicious 
anemia; a few weeks later he brought in his 
nephew with an acute leukemia, and later he 
brought his sister with a severe form of rheuma- 
toid arthritis. Since these diseases are so rare, it 
would seem that it could not be just a coinci- 
dence that all three showed up in members of 
one small family. The hunch that anemia and 
arthritis might be related was strengthened when 
a man with a well-controlled pernicious anemia 
came in with an acute and severe attack of 
rheumatoid arthritis. Every general practitioner 
with a large practice and a notebook in his 
pocket could collect data to throw much light 
on “coincidences” like this. 

Or let us say that a general practitioner is 
called to see a man of 47 who is dying. The 
consultant whom he calls in may see just an- 
other case of pneumonia which interests him 
little. But the general practitioner, perhaps a 
man of 70 who has practiced almost half a cen- 
tury, may keep saying to himself, “I wonder if 
this is not the last episode in a disease which | 
saw begin when this fellow had the whooping 
cough at the age of four years. At that time | 
knew that some injury had been wrought to his 
lung, and later when roentgenology was de- 
veloped, I learned that what he had was a 
bronchiectasis. All through the years I have been 
nursing him through one attack of bronchitis or 
bronchopneumonia after another, and now I fear 
he is in his final one.”. Medicine today is greatly 
in need of fifty-year stories of such cases, and 
the general practitioner is the man most likely 
to give them to us. 

Or in comes a man who has just become 
maniacal and must be sent into the state hospital. 
The psychiatrist who sees him may assume that 
the man had an unhappy infancy or childhood 
and that this attack of mania is the final result 
of accumulated resentments and animosities. But 
the old family doctor may say to himself, “No, 
this goes back farther than that. I took care of 
his grandmother, a great uncle, and an aunt, all 
of whom were queer, and often moody and de- 
pressed.” 

Or the doctor will say to himself, “I can re- 
member that when this fellow was a boy, he 
used to get the blues over nothing. When he 
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was in his last year of college, relatives had to 
go and bring him home because he got to acting 
queerly.” 

Few things would do medicine more good 
than a series of articles on the medical stories 
of families, and the way in which a disease af- 
fects the several members, or the ways in which 
some diseases follow a person through life. 

Medicine has gone through several stages. For 
awhile doctors thought bacterial infection would 
explain everything. Then they thought focal in- 
fection was all-important. Then they got excited 
about glands of internal secretion and blood 
chemistry; now everything is antibiotics and anti- 
histaminics. Some day we doctors must study 
and learn more about what heredity and consti- 
tution are doing to our patients: We must learn 
about the soil in which illness starts and grows. 

One of the greatest handicaps under which 
consultants labor today is that of rarely hearing 
what happened to the patients they have seen. 
Every year, an able internist will see hundreds 
of persons with interesting syndromes. He will 
make the best guess he can as to what the cause 
is, and what the prognosis will be. Perhaps he 
will have the patient operated on, but then he 
or she goes home and drops out of sight. Per- 
haps follow-up letters are not answered, and the 
doctor then never knows whether his diagnosis 
was correct, his treatment of any value, or his 
prognosis valid. 

Only the general practitioner can give the 
answers to many of these questions. Only the 
general practitioner can write an occasional paper 
to report, let us say, that he sent a hundred pa- 
tients to a big city for the surgical treatment of 
a duodenal ulcer. They came back and he still 
is having a lot of trouble with 10 or perhaps 20 
or 30 or 40 or 50 of them. Many a man should 
be writing up this sort of experience; it would 
be so helpful to gastroenterologists and surgeons. 
His report would be a disinterested one with no 
pride of accomplishment mixed in to blind his 
judgment. 

All the family doctor needs is a notebook, 
a great and never-ending curiosity, the main- 
tenance of an open mind, and absolute honesty 
with himself and his readers. He must always 
be searching for information and for answers to 
his questions, rather than for proof of some 
theory. To try to prove a theory often leads to 
the writing of a bad paper. —W.C.A. 


August, 1950 


R48 for Incurable Cancer 


In THE Lonpon Lancet for May 13, 1950, W. B. 
Matthews of Oxford, England, reports some suc- 
cess in treating cancer with a drug called R48, 
which is beta-naphthylid-2-chloroethylamine. 

Doctor Matthews used the drug on patients 
with Hodgkin’s disease, reticulosarcoma, acute 
and chronic leukemia, and a case of polycy- 
themia. The man with polycythemia appears to 
be completely cured and is still well. One of the 
patients with chronic lymphatic leukemia who 
was on the point of death got well and went 
back to work. A second patient with leukemia 
did well, but two others failed to benefit much 
and died. Two successes were obtained in cases 
of chronic myeloid leukemia, but another pa- 
tient did not get better. Hodgkin’s disease and 
sarcoma were not well relieved. 

The new drug is a modification of nitrogen 
mustard. It can be taken by mouth, which is a 
big advantage. A tablet can be chewed by the 
patient after meals. It is much less nauseating 
than is nitrogen mustard. 

Although R48 is not the final answer in the 
treatment of malignant diseases, it appears to be 
a wonderful step forward along the road. 


Dangers of Giving Emetine 


THERE IS A TENDENCY on the part of many 
physicians to keep on too long, giving injections 
of emetine to persons who have or are supposed 
to have amebae in their stools, and who do not 
show any cessation of fever or diarrhea with 
the first injection. The writer has seen so many 
sudden and miraculous cessations of diarrhea the 
day after emetine was given, that now whenever 
he does not get any result with the first one or 
two injections, he stops and rechecks his diag- 
nosis. Usually he finds it was wrong. 

Sometimes the laboratory girl mistook fat 
globules for amebic cysts, and sometimes there 
were amebae or cysts present, but they were 
having nothing to do with the case: they were 
not producing the symptoms. The doctor should 
always remember that many a person in the 
tropics has a colon filled with billions of amebae 
and yet has no symptoms of illness. Many a per- 
son has lost his life from carcinoma of the colon 
because his doctor kept on too long treating him 
for a laboratory diagnosis of amebiasis. 
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Emetine is ordinarily of most use in acute 
cases of dysentery, and often one or two injec- 
tions are enough to stop the diarrhea. Then the 
doctor should switch to a drug like carbarsone 
which can finish the cure. The writer likes to 
give 6 capsules of carbarsone (each 0.25 Gm.) 
in one day. This hits the amebae a much heavier 
blow than is given when the man takes 3 cap- 
sules a day for a week. After a day, one should 
cease treatment and check the stools to see if 
all the amebae are gone. If they are not, further 
courses of carbarsone should be given at inter- 
vals of a week. 

The long-continued use of emetine can pro- 
duce myocarditis and neuritis, sometimes of a 
long-lasting and very disturbing type. Recently 
E. E. Kattwinkel reported the case of a man of 
33 years of age who, because of too much eme- 
tine, became seriously ill. As Kattwinkel said, 
one should never give more than 0.6 Gm. (10 
grains) in a course. Always the physician should 
immediately stop giving the drug when it fails 
to work, and he should soon stop it, even when 
it does work beautifully. 


Don’t Use Talc in the O. R. 


YEARS AGO it was learned that the use of talc on 
the operator’s gloves could result in fatal adhe- 
sive peritonitis, and in the formation of draining 
sinuses. 

Apparently the lesson was not learned by 
some surgeons or it was learned and forgotten. 
Last year (1949) W. B. Ross and J. M. Lubitz 
reviewed 1,912 surgical specimens submitted to 
a department of pathology, and found 33 cases 
of granulomas or granulomatous sinuses due to 
tale. Certainly every man who operates ought 
to be making a determined effort to avoid these 
easily avoided surgical bad results, sometimes 
ending in the death of the patient. 

Incidentally, another useless maker of trouble 
often found in the operating room is the basin 
full of a solution of bichloride of mercury. As 
Dr. W. J. Mayo used to say, this solution could 
not possibly, in a moment, kill germs on the 
surgeon’s gloves, but when carried into the ab- 
dominal cavity, it could injure the cells lining 
the peritoneal cavity and thus cause many ad- 
hesions. A basin full of physiologic saline solu- 
tion can be just as useful for cleaning gloves 
and certainly it will be immensely safer. 


Brain Injury by Hepatitis 


A. B. Baxer (1949) examined sections of the 
brain and spinal cord taken from the bodies ot 
18 persons who had died from acute, subacute, 
or chronic disease of the liver. In eight cases he 
found extensive changes in both the gray and 
the white matter. 

Probably now, if physicians will watch for 
psychic and nervous changes in cases of hepa 
titis, they will notice them. 


Too Much Treatment 


Many puysicians are doubtless too prone to 
treat a number of people by ordering many re- 
strictions. One wonders at times what justifica- 
tion one has for all this, and one wonders if 
one really will lengthen life or make the patient 
any happier. 

An old man will have a little stroke and we 
may join with the family in persecuting him. 
We may take away his coffee, his cigars, his 
drink before dinner, perhaps all his meat, his 
salt, and his rambles around the town. Is this 
really sensible? 

The other day a physician set us to thinking 
on this problem. He told us that his father for 
most of his life had smoked 30 black cigars a 
day! He got angina pectoris for the first time at 
age 45, and after that had half a dozen spells a 
vear, but he went on smoking his 30 cigars, and 
he lived until he was 78 years of age! How for- 
tunate that he did not have a physician who 
tried to take from him all his joys in life. 


An Antibiotic Preserves Food 
Recentty Drs. Ariel A. Anderson and H. D. 


Michener, working at Albany, California, re- 
ported that when they added traces of the new 
antibiotic, subtilin, to cans of food, all of the 
contaminating germs were killed off and the 
food remained fresh and in good condition. 
Obviously if this discovery can be used on a 
large scale for the regular canning of food, this 
is going to represent the biggest step ever made 
in man’s efforts to preserve food in a natural 
state. Man has long wanted to preserve food 
without having to cook it and thereby change 
the taste of it. Further reports will be watched 
for with great interest. 
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Nutrition and Potassium Deficit 


IN RECENT YEARS doctors have become more 
and more conscious of the importance of their 
patients’ nutritional condition. As a result of dis- 
ease or bad food habits, a patient needing sur- 
gery may be deficient in minerals, protein, or 
vitamin. C. M. Jones and F. B. Eaton (1933) at 
the Massachusetts General Hospital pointed 
out the frequency of nutritional edema in pa- 
tients suffering from disease of the gastroin- 
testinal tract. They noted that evidence of edema 
may appear in the lungs before it can be de- 
tected in the peripheral tissues. 

A proposed operation may aggravate the exist- 
ing deficits of protein and electrolytes. An ex- 
cessive loss of potassium follows abdominal op- 
erations, as has been shown by workers in the 
department of surgery at the University of 
Michigan (R. E. L. Berry et al, 1948) Potas- 
sium is the important intracellular ion and if a 
sufficient deficit occurs, certain functions are 
disturbed: for example, the transmission of 
nerve currents. H. T. Randall and co-workers 
(1949) at the Columbia-Presbyterian Medical 
Center have reported chemical studies of sur- 
gical patients which showed that large losses of 
potassium developed when parenteral fluids 
were given. In particular, the use of large quan- 
tities of sodium chloride seemed to displace po- 
tassium from the cells of the body; it increases 
the intracellular content of sodium to a liter 
above the normal, and it precipitates hypopro- 
teinemia. The usual symptoms were weakness, 
anorexia, nausea, and mild ileus. 

These symptoms begin when the serum po- 
tassium is reduced to 3.0 milli-equivalents per 
liter (normal average 4 to 5) and they become 
severe at 2.6 ml. or lower. The trouble disap- 
pears shortly after the patient begins to eat, or 
when parenteral potassium is given, and it can 
be prevented if potassium in sufficient quantity 
is added to the parenteral fluids. 

F. D. Moore (1949) has recently emphasized 
the interdependence of the various nutritional 
needs of the surgical patient, i.e. calories, pro- 
tein, electrolyte balance, and water. The patient 
who comes to his operation with a deficit in his 
protein and his potassium is easily damaged by 
incorrect treatment. Those who are well nour- 
ished can adapt themselves to operative trauma 
provided nothing is done in the way of “meddle- 


some therapy” to interfere with normal recovery 
processes. 

The work of these and other investigators 
throws light on the physiologic mechanisms 
which may be disturbed by operations, as well 
as by injuries and burns. They emphasize the 
danger of giving too much sodium chloride solu- 
tion intravenously and the importance of giving 
food by mouth as early as possible, as the best 
way of maintaining a satisfactory electrolyte 
balance. Fluids should be given after an opera- 
tion only because there is some indication for 
giving them, like dehydration; they should not 
be given as a routine. Nothing in medicine 
should be given as a routine. 

—Ross Gorpen, M.D. 


Prevention of Rheumatic Fever 


Ir HAS BECOME WELL ESTABLISHED in recent 
years that most, if not all, attacks of acute 
rheumatic fever follow infections with Group 
A hemolytic streptococci. Such infections may 
be almost symptomless, or may present them- 
selves as a septic sore throat. Acute rheumatic 
fever as a primary or recurrent episode may, 
then, appear within from one to three weeks 
after this streptococcal episode. The efforts of a 
number of investigators, particularly Rammel- 
kamp and Jones and Massell, have demon- 
strated that if one can interrupt the strepto- 
coccal infection early, so that antibodies are not 
formed against this organism, then it is very 
unlikely that acute rheumatic fever will ensue. 

Because the killing effect of sulfonamides is 
slow, the agents have not proved satisfactory as 
preventors of rheumatic fever, at least when used 
for controlling promptly acute streptococcal in- 
fections. Penicillin, on the other hand, is a rapid 
and efficient destroyer of Group A hemolytic 
streptococci. It has been shown beyond much 
question that, when streptococcal infections have 
been treated by adequate amounts of penicillin 
within 24 hours after onset, rheumatic fever has 
not been encountered. Thus, the drug of choice 
for treating acute infections due to Group A 
hemolytic streptococci is penicillin, and when 
this is done quickly and intensively, one is not 
only treating the current illness but is also tak- 
ing a positive step toward preventing acute 
rheumatic fever. 

Every patient, who has had acute rheumatic 
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fever previously, should be urged to call his 
physician immediately upon the development of 
an acute pharyngitis, for such individuals are 
most likely to develop acute rheumatic fever 
and, therefore, may be spared a fatal recurrence. 
This does not mean that we understand fully 
the pathogenesis of rheumatic fever, but we do 
know, both from our own experience and that 
of others, that such management will prevent a 
considerable amount of new or recurrent rheu- 
matic fever. 

The tools for significantly reducing the in- 
cidence and residual damage of this important 
crippler of children and adults are, then, at 
hand. Since the vast majority of such patients 
are cared for by the general practitioner, the ap- 
plication of the benefits of current knowledge, 
if they are to be applied wisely, depend upon 
him. —Harry A. M.D. 


New Concept of Good Medicine 


Tue First HALF of the century saw the develop- 
ment of scientific medicine with the full flower- 
ing of specialization, but now that kind of med- 
icine does not seem to be enough. According to 
the 1949 Annual Report of the Commonwealth 
Fund, “Specialization has gained at the expense 
of something equally valuable—a sound general 
view of the patient. The parts have run away 
with the whole. The medical center has become 
a specialist's paradise, but not a good place to 
learn everyday medicine.” 

Many medical educators and other leaders are 
now trying to develop a new concept of medicine 
which will include more attention to the pa- 
tient’s environment and his inner motivations, 
and which will strive to relate the patient's 
present condition to his past and future. 

This report describes briefly some of the pro- 
grams conducted by medical schools and hos- 
pitals along these lines. Harvard University, 
University of Cincinnati, and Cornell Universi- 
ty include courses about human behavior for 
their medical students. In 1946, Cornell started 
a program to train young internists for clinical 
services, teaching, and research that takes into 
account the patient's life situation. Graduates of 
these courses are now teaching at many other 
medical schools. 

At the University of Rochester and at Yale 
University, the departments of psychiatry and 


internal medicine work together, and medical 
students receive a better understanding of the 
personality factors in medicine. 

General residency programs which provide for 
rotation of the residents between the large teach- 
ing hospitals and the smaller community hos- 
pitals in a given area have proved to be a very 
useful method of training young physicians in 
the art and practice of medicine. 

Circuit postgraduate courses to provide the 
practicing physician with an opportunity to re- 
ceive instruction near his home are also men- 
tioned as a means of increasing the number of 
physicians with a better understanding of the 
new concept of good medicine. 

The American Academy of General Practice 
has recommended that medical students, interns, 
and residents be trained in the art as well as the 
science of medicine, and that a physician should 
have experience in the general practice of medi- 
cine before limiting his practice to a specialty. 
The Academy requires continued education 
through postgraduate courses of its members. 

The Commonwealth Fund has devoted most 
of its resources for the past twenty years to the 
advancement of medicine and the arts and serv- 
ices related to medicine. While this report does 
not mention the American Academy of General 
Practice, it appears that the Academy's programs 
and objectives conform to and are a part of the 
over-all program to develop this new concept of 


good medicine. 


The Need for Papers 


Tue eprrors of GP are in need of manuscripts 
of the type desired for this journal, and will give 
sympathetic consideration to any that are sent in. 
These papers should be written for general prac- 
titioners and should deal with common problems 
such as will interest the man who has to do 
many things well. Papers on rare diseases, or on 
laboratory research in some narrow field are not 
desired. 

Most helpful will be papers which tell about 
those phases of a specialty which the general 
practitioner wants to know about, or papers that 
give helpful hints for the treatment of common 
diseases, or papers that summarize the present 
status of some important subject like the treat- 
ment of hypertension or peptic ulcer or diabetes. 
Good articles might deal also with some of the 
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common mistakes in practice, and how they can 
be avoided. 

One trouble the editors face is that today 
most papers are written by specialists for special- 
ists, and as a result many are full of technical 
details, of interest mainly to men working in re- 
search laboratories. What GP needs now are 
teachers who can and will write simply and prac- 
tically and briefly for general practitioners, or 
general practitioners who can write well for their 
colleagues. 

The general practitioner with a big practice is 
a very busy man. He hasn’t much time for read- 
ing, and hence those who write for him should 
leave out everything that will waste his time and 
eyesight. The doctor as he reads a case report 
will not care to know just when the patient en- 
tered the hospital, who sent him in, and how 
much salt solution was injected into his veins. 

If a thorough examination failed to show any- 
thing wrong it is best to say just that, and not 
to go on and give all the laboratory and roent- 
genologic reports. If the patient was operated 
on, the reader will want to know only briefly 
what was found and done. He will not want to 
know exactly how the abdomen was opened and 
closed, what size of catgut was used, and how 
much morphine was given during the next four 
days. If an autopsy was performed the doctor 
will not want three pages of detailed description 
of the whole body; he will be interested only in 
the essential lesion. 

In articles written for GP it is to be hoped 
that the writers will not say vaguely that the im- 
portant thing is to select the patient wisely. If 
the writer knows how to select the patient wise- 
ly, let him say how this is done and what are 
the criteria. 

Another feature to be avoided is that of say- 
ing vaguely that “psychotherapy should be prac- 
ticed” or “counter-measures should be taken” or 
“an indigestion should first be cleared up” or 
“the appropriate diet should be given.” Medical 
literature is full of such vague statements: state- 
ments which cannot help the general practition- 
er when he is faced by the question of what to 
do for a very sick man. Often there is no known 
treatment for a disease, and then the writer 
should say this, and not keep beating about the 
bush for three pages. 

Specialists often seem to have the idea that 


the general practitioner should know as much 
about their specialty as they do themselves. Ob- 
viously he cannot do this for he has to practice 
all the specialties. What is wanted in GP are 
articles on those parts of each specialty which a 
general practitioner practices. For instance we 
do not want from the oculists detailed instruc- 
tions for replacing a detached retina or making 
a corneal transplant. But we would be grateful 
for an interesting and helpful article on what to 
do for the several types of conjunctivitis or for 
repeated styes. 

Every specialist who writes for GP should re- 
member that the general practitioner has many, 
many things to study and keep up with, and 
hence he cannot spend all his time reading about 
the fine points of one specialty. 

A good subject for papers by the several 
specialists would be “Danger Signals.” A wise 
physician is one who knows well what are the 
danger signals: the signals which might mean 
that it would be well quickly to call in a con- 
sultant, or to have a more thorough examination 
made, or to order an operation. 


Atomic Warfare 


To Bur A FEw general practitioners it may have 
occurred that in case of atom bombing of large 
cities most of the physicians in the city would 
be killed or incapacitated. It would then be up 
to the general practitioners in the suburbs and 
surrounding country to come in and help. 

As someone recently pointed out, the most 
important apparatus needed after the atom 
bombing of a city would be a bulldozer, because 
without it, it would be very hard to get into the 
city; streets would be piled high with rubble. 

Already men in Washington are beginning to 
think of training general practitioners for the job 
they may have to do. 


Cholesterol 


Accorp1nc to H. Malmros, there is some evidence 
to indicate that in the Scandinavian countries 
where much butter, eggs, and fat are eaten, the 
mortality from myocardial disease varies with the 
abundance of these foods. As one might have 
expected, it decreased during World War II 
when the supply of fats was depleted. 


The Ichthyotic Component In Dermatitis And Eczema 
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The distribution landmarks of the ichthyotic component in “eczema” etiology. This “dry skin” element is recognized 
by the “parchment” or heavily striated palm, the tendency to horny plugging of the hair follicles along the outer 
sides of the arms, the ready callusing of elbows and knees, and the presence of dry, plate-like scaling on the unin- 
flamed forehead and pretibial skin. 


Pyogenic and Mycotic-Pyogenic Distributions. 
fa Intertriginous or focal distribution. 


Flare or “id” (allergic) distribution. 


Flare or “id” (allergic) distribution. 


Sweat Distributions. 


FF] Apocrine neurogenous (Sex) 


Flush (Blush) and Vascular, Stasis Distributions. 


Ea Vascular stasis 


4 Flush or “blush” 


The “Neurodermitic” Distributions. 


Local and disseminate neurodermatitis. Ea 


“Neurovascular instability.” 


Adapted from illustrations in Fundamentals of Medical Dermatology by John H. Stokes 
and Associates (7th revision), Philadelphia, 1942. Used by permission of the author. 


Seborrhoeic-infective Distribution. 
Focal distribution. 
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Eccrine neurogenous (anxiety, tension, fear) 
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BY JOHN H. STOKES, 
Philadelphia, Pennsylvania 


M. D. 


There are, all told, not more than a dozen skin conditions with which the 


average doctor needs to be conversant. He must also learn to know a few danger 
signals. The taking of a good history is often highly important, as is a psychosomatic 
slant on the part of the physician, for the mind has much effect on the skin. 


Mosr oF THE TROUBLES of the skin seen in 
everyday practice are inflammatory in origin. In 
other words, the patient commonly has a derma- 
titis, Next in order of importance come the 
erythemas and the urticarias, the neuroderma- 
toses, the premalignancies and the malignancies, 
the granulomas, the metabolic disorders, the 
cellular dyscrasias, and finally the rarities. 
Infections and allergic disorders dominate the 
field. Next come the intoxications, often with 
drugs, and then the disturbances which are asso- 
ciated with troubles in the endocrine system or 
in the kidneys, the liver, the pancreas, and the 
other organs that have to deal with the metab- 
olism of sugar. Then there are the disorders 
due to excessive activity of the sweat glands and 
the glands which supply fat to the skin. The 
sebaceous glands may produce either too much 
fat or too little. In the latter case the skin is dry 
and perhaps itchy. Then there are the common 
disturbances in the nervous system which pro- 
duce abnormalities in the circulation of the skin. 
There may be either flushing or else spasm of 


blood vessels or stasis in them. There are other 
neurogenic factors, both general and _ local, 
which can produce itching. Today we physicians 
are all much interested in the reactions of the 
skin to histamine. 

Going back to the problems of dermatitis, at 


' the head of the list is infection with pathogenic 


strains of Staphylococci and Streptococci. It is 
hard to conceive a dermatitic picture in which 
primary or secondary activity of these organisms 
does not play some part. Such bacterial infec- 
tions often come to change the picture of infec- 
tion with fungi. Fungi seldom hold the dermati- 
tic field alone for long because the tissues are 
usually soon overrun by the pus makers. 

There are also troubles due to viruses, to 
spirochetes, and to the bacilli of tuberculosis and 
the viruses that produce granulomas. 

The physician must always be on the lookout 
for allergy of the skin and contact sensitivity. 
There may be vascular allergy, ranging from 
urticaria to periarteritis nodosa, and lupus ery- 
thematosus disseminatus. Then there is the re- 
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lation of allergy to infection, both focal and 
local. Finally the practitioner must be concerned 
with atopy and the ways in which the skin re- 
sponds to shock in persons who are sensitive and 
subject to eczema, asthma, and hay fever. 

The physician must always search for the in- 
terplay between successive causes of skin disease. 
For instance, there can be first seborrhea and 
then infection, or a lesion that starts as a mani- 
festation of allergy may get infected with a fun- 
gus. Or a lesion may start with vascular flushing 
or stasis, or with sweating, and later wind up 
with infection. A lesion that starts as a drug in- 
toxication can end up as an infection. 

An excess of sugar in the blood can affect the 
severity of infections of the skin, especially in 
regions where the person perspires heavily. 
Sugar in the perspiration can influence the 


growth of organisms in the skin. 


Diagnostic Hints 


The physician must learn to identify at sight 
a vesicle or a pustule or a crust, and distinguish 
it from a scale. He must identify cracks or fis- 
sures in the skin or a change to a leathery skin 
or lichenification. When he sees a vesicle that 
has ruptured and oozed or formed a crust, he 
will be able to tell how acute an inflammation 
is, and he may know then whether the treatment 
should be soothing. Sometimes a miliary pustule 
is so small that he will have to use a lens to see 
it. A leathery, chronic scaly process needs a 
stimulative treatment. With the finger one can 
notice the induration which identifies the gran- 
ulomas and lymphoblastomas. 

One must have one’s eyes open for arcs 
which may mean something more dangerous 
than ringworm. The doctor must notice atrophy 
and scars which may mean something serious. It 
may mean that there has been destruction of 
tissue by a granuloma. Often when there is the 
triad of induration, arc formation, and scar for- 
mation, the doctor will want a biopsy of the skin, 
and a serologic test for syphilis. 

One of the most revealing points in diagnosis 
is the distribution of lesions. Theré are certain 
parts of the body on which certain types of skin 
disease are likely to appear predominantly. One 
should always insist on the inspection of the 
entire body because so often one learns most 
from looking at lesions which the patient did 


not mention. Their presence helps much in the 
diagnosis. Furthermore, as one looks at the un- 
dressed patient, he notices overweight, vasomo- 
tor lability, excessive sweating, and signs of 
nervous tension or of a poor circulation. 

Once the doctor has identified a dermatitis or 
perhaps a granuloma or some destructive lesion, 
or a premalignant lesion or a cancer, he must 
wonder as to the cause. Sometimes, especially in 
his early days, he may want to retreat behind a 
screen to consult his books. Doubtless it is better 
to bring the books right out on the desk to pore 
over them together with the patient rather than 
to be shamefaced about his need for more in- 
formation. Usually the patient won't mind. He 
may be much pleased to see that the doctor is 
making a study of his problem. 

The next thing the doctor must do is to try 
to figure out why the patient has the lesion that 
he has. Unfortunately, we know much less than 
we should like to know about causes. Fortunate- 
ly, today something is being learned about some 
of them. More is being learned about the physi- 
ology of the skin, and more is being learned 
about the psychosomatic aspects of the skin. The 
doctor must remember that the causes for skin 
disease are rarely single. There is a foreground 
and a background group of causes. 


Taking the History 


It is most important in many cases to take a 
long history. One may have to spend from twen- 
ty to forty minutes on the job. The doctor must 
sometimes ask about the trends of disease in the 
family, and in the case of the patient himself. 
Seborrhea runs in families as do dry skins, and 
these skins have their individual way of reacting 
to irritants and infections. The skin of some 
families is particularly subject to infection with 
Staphylococci and Streptococci. Other families 
have many members suffering from allergy, and 
still other families have members who are par- 
ticularly subject to psychic and vascular troubles, 
or to eczema, hay fever, and asthma. Some fam- 
ilies are highly subject to diabetes. 

The doctor may have to learn much about the 
person’s habits of eating or bathing or of cleans- 
ing the skin, or of work and rest. He must know 
about the person’s tendency to tension, and 
about the problems in home and office. These 
things can be extremely important. 


GP @ Volume Il, Number 2 


re: 
‘ 
ae 
be 
> 
= 


For instance, a patient with an extensive and 
persistent infection of the skin with Staphylo- 
cocci is apt to come from a family with a ten- 
dency to redheadedness and to infection with 
Staphylococci. These people may have acute ear 
infections or eczemas of the external ear canal, 
or boils, or acne or impetigo, styes on the eyes 
and erysipelas. There may be some diabetes in 
the family. These people perhaps eat too much 
sugar and some of those who are not diabetic, 
may have a high blood sugar so that they are 
close to the edge of diabetes. 

Another person may obviously be allergic, and 
his vasomotor reactions will suggest tat he is 
over-worked, overly worried, and overly nervous. 
The trouble in his skin may have flared up after 
a virus X infection that has been running 
through the community. An examination of his 
mouth may show that he has only a few rotting 
snags in the lower jaw. An examination of his 
urine may show that he has clumped pus cells 
and albumin. His prostate may be enlarged and 
boggy. 

What use then is it simply to write a prescrip- 
tion for an antibiotic ointment or to give a few 
treatments with the ultraviolet lamp or the roent- 
gen ray? Unless more attention is paid to the 
patient as a man, his infection of Staphylococci 
is likely to come back. 

Similarly, take the case of a poor girl with 
acne. A study of acne revealed at least 13 causal 
elements, and since then three more have been 
found. No one of these factors is the all-impor- 
tant one. For instance, the dysfunction of the 
sebaceous system which makes a greasy skin is 
important, but there is also an endocrine factor, 
and perhaps a vitamin factor. There may be a 
profound neurogenic element or a dysfunction 
of the hypothalamus, or there may be disturb- 
ances in the circulation of the face and the scalp 
and neck and shoulders. This change may be 
due to a submerged resentment. Many young 
persons have recovered from acne with nothing 
more than psychosomatic treatment. This doesn’t 
mean for a moment that acne is purely a psycho- 
neurosis. In its foreground is the infection of 
the glands in the skin, but there are other fac- 
tors, perhaps metabolic, hereditary, psychogenic, 
and endocrine. Since much attention has been 
paid to the psychosomatic aspects of acne, there 
has been much less need for treatment with 
roentgen rays. 
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Simplified Treatment 


Good treatment consists usually in combating 
not one factor or cause at a time but in treating 
as many as possible at the same time. Often the 
patient must go to school in the doctor's office, 
learning the things that he should and should 
not do. He must also learn why he must not do 
what he shouldn’t do. All of this takes time for 
the doctor and it may cut down his income, but 
such work is essential if cures are to be obtained. 

The complex antiseptics, other than the dyes, 
the so-called fungicides, and the fungus inhibi- 
tors, and most of the newer penetrant and deter- 
gent vehicles are of help to the doctor, but they 
are by no means a necessity. Even the antibiotics 
and especially the sulfonamides have the double- 
edged quality of inducing allergic sensitivity in 
the skin in exchange for a short-lived improve- 
ment in the condition. They do not change the 
patient's essential background, or they may even 
alter it unfavorably. 

Some new antipruritics act by inducing anes- 
thesia of the skin rather than by treating the 
cause of the trouble. Some of the sedatives have 
a similar defect. Sometimes any old salve will do 


if a good philosophy goes with it. 


These are some rules (as of 1948) which I 
have found helpful for treating skin diseases: 

1. Do what is medically indicated, and do it 
promptly, for the patient as a whole. 

2. If in doubt about the skin, soothe it. If the 


‘lesion is acute, as shown by the presence of 


vesicles, oozing, crusting, or scaling plus crust- 
ing, soothe it. If it is chronic, soothe it first, 
then cautiously try stimulation. 

3. Soothing means wet dressings, compresses, 
baths for extensive processes, greases, or a deter- 
gent substitute to restore the fat-protection 
against infection and allergens. One must pre- 
serve the “acid mantle” by avoiding the raising 
of the skin pH by any agent, especially soaps. 
The modern detergents are effective nonalkalin- 
izing cleansers. 

4. Weak solutions of potassium permanganate 
€1:4000 to 1:8000), saturated boric acid solu- 
tion, thin boiled starch solution, and Burow’s 
solution (1 to 16 aqueous dilution), in the order 
named, are adequate for relief of burning and 
itching and for nearly all local antibacterial ef- 
fects, especially the permanganate. Wet dress- 


ings of antibiotics are now being used experi- 
mentally. 

5. Every wet dressing must be followed by 
the application of a grease. The official boric 
acid ointment is a good one for all-around pur- 
poses. Cholesterinized paraflin bases, lanolin car- 
riers, and ointments rendered hydrophilic are 
useful, but they have disadvantages and are not 
essential. A good nonallergic grease is a highly 
refined paraffin. Remember that a highly aller- 
gic skin may be sensitive even to the base of 
your ointment. 

6. Make it a rule never to add more than 2 
per cent of anything to an application, and espe- 
cially an ointment, until you are an expert. One- 
half to one per cent of most things like anti- 
septics and tars, sulfur (good old sulfur!), and 
scale dissolvers such as salicylic acid and resorcin 
is enough to start with. 

7. Promote drainage of infected surfaces and 
promote vasoconstriction by wet dressings. Do 
not allow the lesion to dry. 

8. Start antibacterial measures early since most 
of the commoner inflammations soon become in- 
fected if they are not that way to begin with. 

9. Measures include, in addition to (4) and 
(7), the use of dyes (the Castellani carbolfuch- 
sin paint is the best) and one-half per cent am- 
moniated mercury. Use no iodine or bichloride 
solution. 

10. If you have a lamp, use short wave-length 
light as a useful bactericide. (Use the cold quartz 
lamp, the S-1 lamp, or the R-S lamp.) Keep in 
a range from just below to just above a mild 
erythema dose. 

11. For fungi, try the ointment-based undec- 
ylenates. 

12. If you must use antibiotics, prefer tyro- 
thricin to penicillin if usable, because it is less 
sensitizing. Streptomycin is markedly sensitizing. 

13. Use sulfur (start with 1 or 2 per cent) 
on the seborrheic patient, and just plain grease 
Ccholesterinized petrolatum or boric acid oint- 
ment) on the patient with a dry skin. Never 
mind the fancy names and bases. 

14. Use the antihistaminics where there is an 
allergic background or urticarial or marked 
pruritic symptoms. So far, I prefer Pyribenza- 


mine, in a 2 per cent ointment; also 50 milli- 
grams three times daily and 100 milligrams at 
bedtime. 

15. Sometimes dehydrate a patient and swing 
him toward the acid side of his acid-base equi- 
librium by prescribing a high protein, low fruit, 
and low sugar diet, and glutamic acid hydro- 
chloride by mouth. 

16. As a semi-empirical or stock antiallergic 
procedure, avoid the allergens that the patient 
already knows about. In the “ids” and staphylo- 
dermas avoid milk, chocolate, orange, nuts, to- 
mato, and pork. Give 10 cc. autogenous whole 
blood once or twice weekly with calcium glu- 
conate in a 10 per cent solution, 10 cc. intra- 
muscularly. 

17. As a means of desensitization or hyposen- 
sitization against bacterial agents and more spe- 
cifically Staphylococci, we have found most use- 
ful the Squibb multiple strain phage-lysed 
Staphylococcus vaccine with toxoid (marketed 
as Amboioxid), and also autogenous house-dust 
extract, which is a goulash of the patient's local 
bacterial and fungous and foreign protein (dust) 
allergens. 

18. I do not recommend trichophytin hypo- 
sensitization, or the use of Rhus antigen for 
poison ivy. 

19. Control of the flush and vascular stasis 
mechanism may make the difference between 
success and failure in the whole range from 
rosacea to blue hands and feet, to outright low- 
grade or marked venous stasis of the leg and foot 
(varicosities). The stasis due to varicose veins, 


‘which can be helped by elastic compression 


bandaging, may keep up an “athlete’s foot” in- 
definitely. 

20. Psychotherapy, the setting of the patient 
at rest in fundamental ways and not by a merely 
ephemeral flourish of barbiturates, plays a fun- 
damental part in dealing with all the inflamma- 
tory dermatoses, and not with the neuroderma- 
tides alone. The doctor's receptiveness and his 
conviction that the patient can be helped are in- 
tegral parts of the mechanism. Relatively simple 
tension-reducing measures are often effective. 
Calcium and atropine are often all that are called 
for as sedative medication. 
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BY FRANK W. 
Cape Girardeau, Missouri 


HALL, 


It is now known that cancer develops in the presence of chronic cystic mastitis, 
the most common condition of the breast for which the physician is consulted. 


Only 70 per cent of these and various other neoplastic lesions can be 
diagnosed by physical examination. Therefore, when there is doubt, 


the lump should be removed and submitted to biopsy. 


Tue AMERICAN PEOPLE are becoming more and 
more cancer conscious. Since one of the most 
common lesions brought to physicians for diag- 
nosis is that of the breast, every condition must 
be considered in its possible relation to carcinoma. 

There are two major classes under which we 
shall include discussion of the more common 
conditions encountered in general practice: neo- 
plastic lesions and inflammatory lesions. 

The second class is brief, and under it we in- 
clude only abscesses. 

Neoplastic lesions, however, are divided into 
two major groups: the benign and the malig- 
nant. Under the benign may be included chronic 
cystic mastitis (adenofibrosis, benign paren- 
chymatous hyperplasia, precancerous hyperplasia, 
cystic disease), fibroadenoma, intraductal papil- 
loma, fat necrosis, lipoma, giant myxoma, gen- 
eralized hypertrophy, and dermoid cyst. 

The malignant group embraces carcinoma and 
sarcoma. 


There is, of course, a normal rhythm of 
change in the breast related to the menstrual 
rhythm. During the progesterone or premen- 


_strual phase of the cycle, the breast shows an 


increase in blood supply, an increase in the epi- 
thelial elements and the appearance of wander- 
ing cells of the mononuclear series; that is, hy- 
peremia, hyperplasia, and infiltration. This phase 
may be associated with a sensation of warmth, 
heaviness, or even sensitivity or pain in some 
patients. 

Shortly after the appearance of the menses, 
that is, in the estrin phase, involution or the re- 
versal of this process, takes place, and the breast 
returns to the normal resting state. The same 
sex hormones (estrin and progesterone) which 
make the changes in the uterus also provoke the 
changes in the breast. Microscopic studies have 
shown that the epithelium undergoes periodic 
hyperplasia and involution of a nature analogous 
to that of the endometrium. Likewise, during 
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Courtesy of Lauren V. Ackerman, M.D. 


Figure 1. Paget’s disease. 


pregnancy and lactation, the breast undergoes 
even more hyperemia, hyperplasia, and infiltra- 
tion, followed later by involution and the sub- 
sidence of lactation. Then at the menopause the 
parenchymatous cells undergo a gradual involu- 
tion or atrophy. These changes are then of spe- 
cial importance in considering the pathogenesis 
of nodular breasts. 

Failure of complete involution means a reten- 
tion in the breast of hyperemia, of hyperplasia, 
and of infiltration; and to these add the forma- 
tion of fibrous tissue, or fibrosis. If hyperplasia 
or fibrosis has closed the opening of a duct, con- 
tinued proliferation will result in a cyst. If the 
process of hyperplasia is active, diffuse hyper- 
plastic changes may be seen. If these fundamen- 
tal cellular changes be kept in mind, the vast 
majority of gross lesions, many of them resem- 
bling benign tumors, can be understood. 


Examination 


Any examination of the breast should be made 
with the patient stripped to the waist in a sit- 
ting position. Note carefully the symmetry, size, 
form, and elevation of the breast as compared 
with that of the opposite side. Is there any 
edema or dimpling of the skin or traction of the 
nipple and are there any scaling or eczematoid 
lesions about the nipple? 

Next, have the patient raise both arms above 
the head and again note any difference in posi- 
tion or conformity of the two breasts. Any skin 
dimpling or fixation will become discernible al- 


most immediately. Have the patient place her 
hands on her hips and press hard. This also 
will show adherence of the skin to the muscle 
or fascia beneath. If a tumor should be found, 
the examiner should place two fingers lateral to 
it, leaving the overlying surfaces as little dis- 
turbed as possible. As the tumor is shifted from 
side to side, dimpling of the skin will immedi- 
ately become apparent. 

Palpation should next be done with the pa- 
tient lying down. I think perhaps the most im- 
portant point to remember is that a tumor should 
be felt also with the flat of the hand and not 
only picked up between the fingers. I doubt if 
what one can pick up between the fingers is a 
tumor unless one can feel it with the flat of the 
hand against the chest wall. Many times what 
one thinks is a tumor by palpating with the 
fingers is merely a thickening of the breast tissue 
due to a discrepancy between progesterone stim- 
ulation and estrin regression. 

Finally, one should make a careful examina- 
tion of the other breast, both axillae and both 
supraclavicular spaces. Remember that even the 
most experienced physicians can diagnose only 
70 per cent of the lesions from the physical ex- 
amination. Therefore, whenever there is a re- 
mainder of doubt, the lump should be removed 
and submitted to biopsy. 


Chronic Cystic Mastitis 


The most common condition of the breast for 
which one will be consulted is chronic cystic 
mastitis. This is not an inflammatory disease at 
all, nor is it a neoplasm, but probably a hyper- 
plastic change instigated by abnormal endocrine 
activity. Many women interpret as lumps in the 
breast what have been palpated with the fingers 
or between the thumb and fingers. When pal- 
pated with the palm of the hand against the 
chest wall, they do not prove to be tumors at 
all unless they are cysts sufficiently large to be 
palpable with the palm of the hand. These 
lumps usually represent thickened breast tissue 
with a lobular arrangement or associated cysts. 

Some women may have no symptoms but 
many will complain of pain or a discharge from 
the nipple. Often the lumps are multiple and 
involve both breasts. The pain is usually slight 
and becomes worse at some period during the 
menstrual cycle, usually just before or during 


GP @ Volume Il, Number 2 


° 
— 
: 
| 
= 
a 
P 
a 
‘Be 
38 
» 


4 4 


C. D. Haagensen, M.D., J.A.M.A., 138: 195-205 


Figure 2. Carcinoma of the breast. 


the menstrual flow. Although one cyst may be 
conspicuous, both breasts will usually show 
characteristic changes in a lesser degree. 

Does this chronic mastitis bear any relation- 
ship to cancer? This problem has been written 
on extensively and only recently has there begun 
to be a consensus. It is known that cancer de- 
velops in the presence of chronic cystic mastitis. 
Certain epithelial hyperplasias of chronic cystic 
mastitis are difficult to distinguish from malig- 
nant epithelial hyperplasia. Sometimes micro- 
scopic pictures can be found which apparently 
share from one into the other. This fact may 
account for some of the variations in five-year 
operative cures reported from various clinics. 
Since chronic cystic mastitis is so prevalent, it is 
not surprising that cancer frequently is associ- 
ated with it. 

Since the vast majority of women with chronic 
cystic mastitis will never develop cancer of the 
breast, it seems rather a tricky problem to detect 
a malignant lump in a diffusely lumpy breast. 
Cancer-phobia is what brings most of these 
women to the doctor. Usually the diagnosis is 
simple and all the patient needs is reassurance, 
but it must be definite and emphatic; wavering 
and hedging only increase her fear. Repeated 
examinations just before the onset of the period, 
shortly after the period, and in the intermen- 
strual period are most helpful in doubtful cases. 

Biopsy should be done for any lump which 


remains constant, and is obviously different from 
the other lumps, or for any lump which in- 
creases in size during a short period of observa- 
tion. A biopsy in some patients may also be nec- 
essary for psychic reasons. The number of bi- 
opsies done for chronic cystic mastitis is usually 
in direct ratio to the clinical experience of the 
physician. It is better to make an unnecessary 
biopsy than to miss a cancer. Treatment usually 
consists of reassurance, the wearing of a properly 
fitted brassiere, perhaps the gain of a few pounds 
weight, or perhaps endocrine therapy. 


Other Conditions 


The most common tumor in the breast is a 
single, well-defined mass felt with the palm of 
the hand. The point to consider is whether or 
not it is adherent to either the skin or the fascia. 
If it is adherent, it has a 99 per cent chance of 
being a scirrhus carcinoma and about a one per 
cent chance of being benign. It might be a fat 
necrosis. Tuberculosis of the breast is extremely 
rare. Mastitis with adherence to the skin is most 
unusual. 

The patient should be prepared for radical 
mastectomy and a frozen section should be made. 
If the lump is not adherent, the chances are 
about even that it is benign. If it is in a large 
breast and well away from the skin, it may be a 
scirrhus carcinoma. Medullary carcinoma is 
never adherent and it can be mistaken for a be- 
nign tumor. If it is not malignant it has a pretty 
fair chance of being a fibroadenoma. If it is a 
fibroadenoma, one can get a pretty good idea 
clinically because it is so freely movable and it 
will tend to be more regular and flat. A non- 
adherent lump should be removed and examined 
microscopically even though a great many such 
lumps are benign. 

Sarcoma of the breast is an extremely rare 
lesion but when it does occur there is almost 


Figure 3. Classical cancer of the breast. 


Courtesy of Lauren V. Ackerman, M.D. 
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invariably a history of a single lump (fbro- 
adenoma) in the breast of many years’ duration 
which suddenly began to grow rapidly. This 
again should re-emphasize the rule of removing 
all single lumps of the breast for biopsy. 

Paget's disease of the nipple is a stubborn der- 
matitis of the nipple which may spread onto the 
areola. The nipple may retract to the level of 
the areola. There may be no definite mass pal- 
pable but if so, it will lie directly beneath. If 
it is Paget’s disease, it is really two lesions, one 
involving the skin and the other a true car- 
cinoma of the ducts of the breast. Most benign 
skin lesions of the nipple will clear up with or- 
dinary cleanliness in a matter of a few weeks. 
If it does not clear presently, take a biopsy and 
look for carcinoma in the layers beneath. Treat- 
ment of Paget’s disease is the same as that for 
carcinoma (radical mastectomy). Its prognosis 
is usually good without evidence of obvious 
metastasis, since these tumors are usually slow 
growing. 

Mastitis may occur in the newborn and is 
caused by stimulation of an endocrine, so that the 
breast secretes and becomes hyperemic. Treat it 
conservatively with a protective dressing because 
tumors do not appear in the newborn. Mastitis 
may occur also at puberty and then again it is 
caused by stimulation of estrogens and andro- 
gens. Treat expectantly again because carcinoma 
almost never occurs at puberty. Many of these 
breasts have been amputated because the physi- 
cian feared carcinoma. Although the loss of the 
breast does not make much difference to a boy, 
it makes a tremendous difference to a girl. 

Acute mastitis most frequently occurs during 
lactation or pregnancy and has all the usual 
signs of inflammation. If seen independent of 
pregnancy or lactation, be suspicious that it is 
not a mastitis and may be an acute carcinoma. 
This is one of the most malignant of all forms 
of breast cancer. 


Discharge from the Nipple 
A bloody discharge with a palpable tumor 


usually means that a carcinoma is present, but 
it may be a duct papilloma. It should be re- 
moved and examined. 

A bloody discharge with no palpable tumor 
means usually a benign duct papilloma. The 
source of the bleeding usually can be determined 


by point pressure around the periphery of the 
areola with an applicator. The individual duct 
can be removed through a small incision without 
mutilating the breast. 

A serous discharge with a palpable tumor may 
mean either a carcinoma or a papilloma. The 
lesion should be removed. 

A serous discharge without a palpable tumor 
means either dilated ducts or a cyst draining 
into a duct. Nothing need be done unless the 
woman has cancer-phobia and requests an opera- 
tion. This can usually be done by locating the 
source of the discharge and removal of that 
quadrant of the breast without too great a muti- 
lation. 


Cancer of the Breast 


Radical surgery is the main reliance for cure 
of cancer of the breast today. In recent years 
those few advocates of local mastectomy followed 
by deep x-ray therapy did great harm because 
they opened up a field of inadequate surgical 
procedures for the cure of a fatal disease. The 
poorly trained surgeon might not hesitate to per- 
form a local removal of the breast whereas he 
would hesitate a long time before attempting the 
more radical operation. If cancer is beyond the 
reach of cure by surgery it is likewise beyond 
the reach of cure by irradiation. 

The prognosis of any given case of cancer of 
the breast is difficult to determine. About the 
only feature of value in the prognosis is whether 
or not there are metastasis in the axillary nodes 
at the time of the operation. They must all be 
removed and examined carefully. If there are 
no metastasis found in any of the nodes, the pa- 
tient will have about a 70 per cent chance of 
being alive five years later. If carcinoma is found 
in the nodes there is only about 20 to 25 per 
cent chance of being alive five years later. The 
presence of extensive edema, parasternal nodules, 
satellite nodules, metastasis to the opposite axilla 
or supraclavicular nodes must make one give a 
hopeless prognosis. Likewise, the outlook is poor 
in patients with carcinoma of the breast occur- 
ring during pregnancy or lactation and acute 
carcinoma. 

Roentgenotherapy is never used primarily if 
the disease falls within the realm of operability. 
However, the value of roentgenotherapy in inop- 
erable cancer, local skin recurrences, and metas- 
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tasis to the bone is generally accepted. Its most 
useful indication is in the treatment of metas- 
tasis to the bones and there it has an effect in 
relieving pain which in itself is sufficient reason 
for its use. Skin metastasis can usually be made 
to disappear. Its use in inoperable local lesions 
may be valuable in healing ulcerated surfaces 
or in reducing a large tumor to a smaller size. 
The question of postoperative roentgenother- 
apy to supplement radical surgical procedures 
has not been settled. Although no significant 
statistical difference exists between the final re- 
sults in groups of patients receiving x-ray ther- 
apy postoperatively and those not receiving it, 


there are many surgeons who advocate the rou- 
tine use of roentgenotherapy postoperatively 
when the axillary nodes have been found in- 
volved. Preoperative irradiation does not seem 
justified and has been abandoned in practically 
all clinics. X-ray castration of all women with 
cancer of the breast appearing before the meno- 
pause has been advocated but it does not seem 
justified as a routine procedure. 

Sarcoma of the breast does not metastasize by 
the lymphatic route to the axilla but separate 
nodules are frequently found in the low axilla. 
Treatment to be followed for this condition is, 
therefore, radical surgical excision. 


What Others Are Saying... 


Way ARE FEWER GRADUATES of our medical 
schools becoming general practitioners? Why is 
there what appears to be a marked lack of in- 
terest in the most challenging field of medicine? 
Why is there such disinterest in the one medi- 
cal career that offers the physician an oppor- 
tunity such as comes to few men, to assume 


voted service to man and medicine? 

Some who have attempted to answer these 
questions contend that the medical student has 
been exposed to so many specialists during his 
undergraduate and intern days, that he has de- 
veloped “specialitis.” As a remedy, it has been 
suggested that more general practitioners be 
added to the teaching staffs of our medical 
schools to “neutralize” the preponderance of 
specialty men. Several schools are testing the 
plan, but to date very few have well-integrated 
departments of general practice. 

Others have hoped to find the answer by 
establishing selective general practice residencies 
in hospitals so that the doctor will become bet- 
ter trained and more capable of handling the 
myriad of diseases and conditions he is called 
upon to treat. Hospitals pioneering in this move- 
ment warrant the continued and grateful thanks 
of the profession. Their overtures to the family 
doctor will help considerably in stimulating 
medical students to become general practitioners. 

While there are many social and economic 
reasons that medical graduates by-pass general 
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roles of high public esteem while rendering de- 


‘a family doctor. There should be no limitations 


practice, almost everyone neglects to mention 
one of the fundamental considerations of the 
young man entering practice—his relationship 
with a hospital as it affects his ability to prac- 
tice good medicine and to keep his patients. 
The time has come for an airing. 

When all hospitals welcome the general prac- 
titioner as a member of the staff with hospital 
privileges based on his competence to perform 
procedures indicated by his experience and train- 
ing, only then will the intern accept the oppor- 
tunities and advantages of serving the public as 


placed on the work he can do within the scope 
of his qualifications and ability. The general 
practitioner should be allowed a representative 
voice in the affairs of the professional staff. His 
application for privileges in a specialty section 
should be judged on individual merit rather than 
on requirements duplicating those of specialty 
boards. 

Sir William Osler went to the heart of the 
problem when he wrote “A well-trained, sen- 
sible family doctor is one of the most valuable 
assets in a community.” Let us be truthful. An 
intelligent readjustment of the general practi- 
tioner’s place in the hospital will do much to 
remove the current apathy toward general prac- 
tice among young medical men. It may mean 
more family doctors for Wisconsin communities. 
—Donatp C. Ausman, M.D., Wisconsin Medi- 
cal Journal, April, 1950. 
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Teaching the patient. 
At Bellevue Hospital 
in New York, patients 
@re trained to climb 
curbs, ramps, and steps 
and to use the ordinary 
means of transportation. 


BY HOWARD A. RUSK, M. D. 
institute of Physical Medicine and Rehabilitation 


New York University-Bellevue Medical Center, New York 


In rehabilitation the general practitioner is an essential and integral 
member of the therapeutic team. Today, as new and mounting demands 
are made of him to restore his patients to maximum economic and social 
effectiveness, he must turn to the expanding field of rehabilitation and 
physical medicine for increased technical skills and assistance. 


MEDICINE’s NUMBER ONE PROBLEM is no longer 
the acute, communicable diseases which claimed 
their victims with dramatic swiftness, but is the 
slow and insidious processes of the chronic dis- 
eases and the disabilities which they leave in 
their wake. Here, as in the battle against infec- 
tious disease, the first line of defense is the gen- 
eral practitioner. 

One of the principal causes of the increasing 
prevalence of chronic disease has been the great 
advances in medical and surgical care which 
have prevented death and produced an aging 
population. Two thousand years ago the aver- 
age length of life was 25 years; at the turn of 
the century, it was 49; recently compiled 1948 
mortality statistics of the National Office of 
Vital Statistics show the average length of life 
in the United States has increased to 67.2. The 
average length of life of white women has now 
reached 71 years, that of white men 65.5. 


When asked at the beginning of this year to 
comment on the events of greatest significance 
which occurred in the first half of this century, 


‘Mr. Bernard M. Baruch, with his usual sagac- 


ity, listed the increase of man’s life span by 18 
years in a period of 50 as having even more pro- 
found medical, economic, and social implica- 
tions than such things as atomic energy, air 
transportation, and communication. 

As our population becomes older, it can be 
expected that the incidence of chronic disease 
and its resultant physical disability will increase 
correspondingly; studies indicate the higher the 
age group, the greater the percentage of chronic 
disease and disability. In the National Health 
Survey 1935 to 1936, the following incidence 
rates per 1,000 persons were found of persons 
with a chronic disease or impairment on a given 
day: over 65 years of age, 515; aged 45 to 64, 
309; aged 20 to 44, 177; aged 5 to 19, 70; and 
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under age 5, 34. Rates for total and permanent 
disability per 1,000 population were: over aged 
65, 75; aged 45 to 64, 22; aged 20 to 44, 8; aged 
5 to 9, 4; and under aged 5, 1.6. 

In the 25-year study that the U. S. Public 
Health Service has conducted among 2,000 
white families in the town of Hagerstown, Mary- 
land, it was found that at 25, about 35 of every 
1,000 persons have some chronic illness or some 
major disability; at 45, the rate gradually rises 
to about 100 chronic cases in 1,000 men and 
women. After that, there is a much steeper 
climb, with nearly 250 out of 1,000 chronically 
ill at 60. At 80, more than half of the group 
needs regular medical care; and at 90, the rate 
is more than 900 per 1,000. 

Lacking specific measures in the cure of many 
of the chronic diseases, medicine must look to 
rehabilitation to teach those afflicted by disability 
to live and to work as effectively as possible. 
Until medicine finds the specific answers to the 
problems of the diseases of the heart and circu- 
lation, rheumatic fever and arthritis, cerebral 
palsy, thultiple sclerosis, poliomyelitis, and the 
other crippling diseases, we must utilize the 
techniques of physical rehabilitation, psychol- 
ogy, social service, vocational counseling, and 
the auxiliary specialties to teach the disabled to 
live within the limits of their disabilities but to 
the full extent of their capacities. 

Although we have in this country the finest 
institutions in the world for medical care and 
for vocational training, outside of the military 
services and the Veterans Administration, there 
are but a small handful of civilian agencies and 
organizations equipped to provide for the patient 


Motion in injured fingers and hands is restored 
through carefully prescribed occupational therapy. 


Teaching patient with the help of a mirror. Speech theroy 
patient as well as the family. Otherwise inability to sped 


with a physical disability the necessary retrain- 
ing in physical skills which is a requisite for 
later vocational training. In the past, the physi- 
cian has thought too much about the physiologic 
and clinical aspects of the patient's disability. 
The vocational counselor too frequently has 
thought only in terms of physical skills which 
could be utilized vocationally. Between the two, 
however, there is a wide area through which 
most physically handicapped persons must go 
when their medical care is completed but before 
they are ready to undergo vocational training. 
In this area lies the physical retraining in skills 
necessary for the carrying on of the activities in- 
herent in daily living and common to all types 
of work. 

Except in a few isolated instances, the physi- 
cally handicapped person must be retrained to 
walk and travel, to care for his daily needs, to 
use normal methods of transportation, to use 
ordinary toilet facilities, to apply and remove 
his own prosthetic devices, and to communicate 
either orally or in writing. These are such simple 
things that they are frequently overlooked, but 
the personal, vocational, and social success of 


the handicapped person is dependent on them. 
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“Mor patients with aphasia should include orientation for the 


eat 


easily be mistaken for some form of mental disorder. 


The Doctor’s Continuing Responsibility 


The practice of rehabilitation begins with the 
belief in the basic philosophy that the doctor’s 
responsibility does not end when the acute ill- 
ness is ended or surgery is completed; it ends 
only when the patient is retrained to live and 
work with what he has left. This basic concept 
of the doctor's responsibility can be achieved 
only if rehabilitation is an integral part of medi- 
cal care. Rehabilitation is only as sound as the 
basic medical service of which it is a part. The 
diagnosis and prognosis must be accurate, for 
it is upon them that the feasibility of retraining 
is determined. 

In addition to the general diagnostic studies, 
the medical evaluation of the orthopedically 
handicapped must include muscle tests, deter- 
mination of joint range of motion, and tests for 
the inherent needs in daily living. In the re- 
habilitation service at Bellevue Hospital, a check 
list of ninety-six items is used to determine these 
factors. They include: (1) bed activities, such 
as moving from place to place in bed, and the 
ability to sit erect; (2) toilet activities; (3) eat- 
ing and drinking; (4) the ability to dress and 
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undress, such as tying shoe laces, manipulating 
buttons, zippers, and other fasteners, and apply- 
ing and removing braces; (5) hand activities— 
for example, winding a watch, striking a match, 
and using various door knobs and latches; (7) 
wheel chair activities, getting from the bed to 
the wheel chair, the wheel chair to bed, and in 
and out of the bathtub, and (8) elevation ac- 
tivities, which include the needed abilities for 
walking, climbing, and traveling. 

The tests may be administered by a therapist, 
a well-trained volunteer, or even a member of 
the patient’s family. From the special check 
sheets used for charting the patient's accom- 
plishments, information is readily available both 
on the status of the patient at the time of ad- 
mittance and his progress while undergoing re- 
habilitation. 

In Bellevue Hospital and the Institute of 
Physical Medicine and Rehabilitation, after the 
basic medical work-up and the range of motion, 
muscle, and needs of daily living tests, the physi- 
cian, in conference with other staff members, 
prescribes a five-hour-a-day program for the pa- 
tient. These prescribed activities include train- 
ing in the ambulation and elevation rooms and 
the remedial gymnasium, occupational therapy, 
physical therapy, speech therapy, or any other 
activity which may be helpful in meeting the 
specific needs of the patient. 

In a comprehensive rehabilitation program. 
vocational guidance specialists should also be 
available to do guidance and testing, in order 


- that the patient may be started on a prevoca- 


tional exploratory and work-testing program as 
soon as it is medically feasible. However, good 


Short exploratory work experiences can be pro- 
vided for patients who must learn new vocations. 
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basic rehabilitation can be carried out with the 
personnel available in the ordinary general hos- 
pital, if such a program is properly organized, 
supervised, and prescribed by the physician. 

It will be helpful to cite several typical ex- 
amples of disability types. Although hemiplegia 
is one of the most common disabilities encoun- 
tered in general practice and one in which the 
effect of the disability can be markedly decreased 
through simple procedures, the procedures in 
the rehabilitation of the hemiplegic patients 
have been omitted from this discussion as they 
will be described by Covalt in detail in a sub- 


sequent issue of this journal. : 


Problems of the Amputee 


Although the general practitioner is often 
forced to call upon the services of the surgeon 
and the specialist in peripheral vascular diseases 
when dealing with amputee patients, he must 
assume the responsibility for preparing his pa- 
tient physically and psychologically for the am- 
putation and must see that the patient has the 
proper prosthetic device, adequately fitted, and 
is trained in its use. 

One phase of the management of the amputee 
to which the physician should give particular at- 
tention is the immediate postoperative period 
while the stump is being shrunk in preparation 
for prosthesis and fitting. It is during this period 
that contractures may occur from muscle im- 
balance, faulty posture, placing the stump on a 
pillow, or prolonged sitting or plaster casts. 

Among the most common of these anatomic 
deformities is hip flexion which may occur from 
elevating the stump on a pillow while lying in 
bed or from prolonged sitting in a wheelchair. 
Such a flexion deformity may take from six to 
eight weeks of arduous, painful work before 
sufficient hyperextension can be regained for 
satisfactory walking. It can easily be prevented 
by keeping the A-K amputee on his face for 
several hours a day and prescribing extension 
exercises either with or without heavy resistance. 

In advising his patient on the selection of a 
prosthetic device, the physician must be aware 
of the fact that not all limbs are suitable for all 
amputees. In fact, he must realize that not all 
amputees can wear artificial limbs profitably. It 
is a common misconception that if a proper-fit- 
ting limb is made, the patient need only put it 


on and walk away. We have noted that av 
above-knee amputee in the older-age group can 
not, as a rule, profitably be trained to use « 
prosthesis if he is unable to perform a swing. 
through gait on crutches. If a prosthesis is denied 
a patient, the reasons must be carefully and 
thoroughly explained to him, for psychic trauma 
from denial is not uncommon. 

The physician must point out objectively 
those skills which the patient can expect to 
achieve with proper training and those skills 
which the patient has little chance of ever re- 
gaining. Extreme caution must be taken in the 
latter, however, as it is unwise to tell a patient 
“he can’t do it,” for this cannot be determined, 
in most cases, until the patient has had adequate 
training. Training is absolutely essential if the 
amputee is to be successfully rehabilitated. 


Multiple Sclerosis 


Because of the hopeless outlook in multiple 
sclerosis, therapy has in general been directed 
toward symptomatic relief, and the approach has 
been a negative one. In rehabilitation, the dis- 
ability, rather than the specific disease process 
which has produced it, is our primary consid- 
eration. In multiple sclerosis, the problems are 
the same as in any other chronic, progressive, 
crippling disease. In considering the feasibility 
of successful training of a patient, progression of 
the disease must be carefully evaluated; if the 
disease process outstrips training, such training 
is obviously wasted. 

The primary consideration in working out a 
program for rehabilitating the severely disabled 
is to teach him to live and, if possible, to work, 
with what he has left. Those capacities can be 
determined only through performance testing. 
It is impossible, through the analysis of the 
clinical manifestations of a disease such as mul- 
tiple sclerosis, to determine what the sum total 
of the reinaining physical capacities of the pa- 
tient can be trained to do in the way of work 
or self-care activities. In addition to general di- 
agnostic studies, the medical evaluation of the 
patient with multiple sclerosis must include 
muscle tests, joint range of motion tests, and 
tests for the inherent needs of daily living. 
These are of primary importance, for it is on 
their results that the patient's rehabilitation pro- 
gram is planned. 
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Too frequently, in rehabilitation, many of the 
basic skills necessary for effective daily living 
are overlooked. The patient is given numerous 
medical, psychologic, and vocational services in 
preparation for employment; but retraining in 
the basic physical skills of ambulation, eleva- 
tion, and self-care activities is neglected, with 
the result that the patient, being unable to walk, 
travel, or care for his personal needs, is also 
unable effectively to utilize the other medical, 
psychologic, social, and vocational services which 
he has received for richer and fuller living. 

Retraining in the basic physical skills of daily 
living is primary; it is simply a matter of “first 
things first,” for daily activity skills are the basis 
for all subsequent rehabilitation processes. 

It has been found difficult in many instances 
to differentiate between muscular inability due 
to disease and that due to atrophy of disuse; and 
sometimes only a test period of conditioning 
exercise will provide this information, which is 
vital in the training program. 

From the information gained by the tests for 
the factors of daily living, a suitable program 
is set up for the patient, designed to meet his 
particular needs. It has been noted, especially 
in hand activities and gait training, that persons 
long incapacitated from multiple sclerosis will 
have alienation and overcompensation of certain 
muscle groups. With muscle re-education and 
definitive therapeutic exercise, much may often 
be accomplished in correcting these conditions. 

A brochure is now in preparation of the Na- 
tional Multiple Sclerosis Society by Gordon and 
his associates from the Department of Physical 
Medicine and Rehabilitation of the New York 
University-Bellevue Medical Center outlining 
the rehabilitation evaluation and training for 
the multiple sclerosis patient. 


Problems of the Paraplegic 


Among the most difficult problems which the 
physician faces in rehabilitation are those pre- 
sented by paraplegic and quadriplegic patients. 

Although the rehabilitation of these patients 
is a mission requiring the teamwork of the or- 
thopedist, the neurosurgeon, the urologist, the 
neurologist, and in many instances the plastic 
surgeon, it is a rehabilitation problem in which 
the general practitioner plays an important role. 
His services are invaluable in maintaining the 
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morale, nutrition, and general health of the pa- 
tient, and on his shoulders frequently falls the 
task of correlating the work of the specialists 
and interpreting it to the patient. In many ‘in- 
stances, he must also make the decision as to 
whether rehabilitation should be attempted. This 
decision is one that should be approached with 
hope, courage, and understanding, rather than 
the defeatist attitude that so frequently exists. 

There are a few basic rules in the manage- 
ment of the paraplegic that are fundamental. 
First, it is most unwise to attempt immediate 
manipulation. Hoen has reported three cases 
during the war in which the individuals ob- 
viously did not have a transected cord until the 
ambulance attendants posturing them by the 
rule book in hyperextension, evidently severed 
the cord with this manipulation. He described 
most graphically the case of a young naval 
aviator who had made a crash landing. The pa- 
tient had a severe pain in the back, but had 
sensation and motion in both lower extremities 
up until the time he was picked up by the am- 
bulance crew. They immediately postured him 
in hyperextension, and before he arrived at the 
hospital, there was no sensation or motion in the 
lower extremities; obviously his cord had been 
severed during the trip. The rule should be— 
do not manipulate or posture until you know the 
type of lesion. 

Whenever there is any question of the ex- 
tent of injury, early exploratory laminectomy is 
indicated, not only to relieve pressure, but in 
some instances to save the traumatized cord. It 
is important also that if transection is actually 
observed surgically, the patient can be told fac- 
tually as early as possible what he faces. The 
patient will usually accept his condition and re- 
habilitation will be greatly facilitated by his 
early cooperation and work, rather than “waiting 
for a miracle.” 

The management of the bladder is most im- 
portant. Tidal drainage is the simplest method 
of early management. However, this may not 
be feasible, and a certain percentage of cases 
will require suprapubic cystotomy. 

One of the greatest problems in the manage- 
ment of paraplegia is the prevention of decubitus 
ulcers. Frequent turning and good nursing are 
most valuable, but it is all important to main- 
tain a high protein intake from the onset of the 
condition. If this is not possible by the usual 
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dietary supplements, amino acid, blood trans- 
fusion, and all of the other means available 
should be exercised. 

It is now a well-established fact that nutrition 
plays a primary role both in the development 
and the healing of decubiti. In certain types of 
patients, these will develop within 24 hours after 
the injury if strenuous methods are not followed 
to prevent them. 

It is important to start bed exercise very early, 
especially to strengthen the triceps and finger 
flexors. Most hospital management routines in- 
clude a trapeze or monkey bar to facilitate move- 
ment. This does nothing to develop the triceps; 
in fact, because gravity pulls the patient down, 
there is often a disuse atrophy of the triceps. 
Simple exercises to strengthen the muscle 
groups needed for adequate crutch walking 
should be routinely prescribed. 

Paraplegia is not the hopeless condition it 
was once felt to be. There were some 400 para- 
plegics as a result of World War I, and only 
one is alive today. Of the 2,500 paraplegics of 
World War II, some 80 per cent are living use- 
ful lives on a combined brace-crutch-wheel chair 
existence, and a large per cent of these are 
either in school or in jobs. In a recent personal 
experience with 130 paraplegic miners sent to 
the Institute of Physical Medicine and Rehabili- 
tation with the paraplegia existing from 3 
months to 19 years, 100 were retrained to the 
point where they were capable of a program 
of continued vocational training for work on a 
selective placement basis or were able to return 
to some gainful work in the mining industry. 


Problems of the Quadriplegic 


Quadriplegia, in the past, has been considered 
one of the most difficult and hopeless problems 
in medicine. Today, this is not true. 

In the rehabilitation of the quadriplegic pa- 
tient, it is of prime importance that he be seen 
early in order that spasticity and other contribu- 
ting causes to contractures may be controlled. 
The status of bowel, bladder, decubitus ulcera- 
tion, and general paresis of the trunk and ab- 
domen must be appraised in terms of their se- 
verity and amenability to correction before re- 
habilitation is considered. 

The management of the quadriplegic patient 
is twofold; it lies in the measures directed to- 


ward preparing the patient for rehabilitation, 
and in the rehabilitation training program. 

The measures are: 

1. Prevention of deformities or contractures 
(a) by the judicious use of splints (plaster of 
Paris, plastic, footboards, and sandbags), and 
(b) by a planned procedure for passive motion 
by a therapist or nurse to all movable joints. 

2. Exercises: At the earliest permissible time, 
active and passive exercises should be begun to 
prevent atrophy of disuse, to maintain or im- 
prove muscle strength, and to prevent the de- 
conditioning phenomenon of bed rest. Particular 
efforts should be extended toward maintaining 
strength in the arm and hand muscles. Reverse 
push-ups (pushing sandbags or dumbbells) are 
of particular benefit. Breathing exercises to main- 
tain normal aeration, to correct reverse breath- 
ing and to establish new breathing patterns are 
likewise necessary. 

3. Care of the skin: The management of 
decubitus ulcers may be considered as twofold, 
prophylactic and therapeutic. The usual pro- 
phylactic measures are frequent turning and 
keeping the bedclothes and patient dry. The 
necessity for maintenance of general nutrition 
and the necessity for protein supplementation 
directed toward maintaining normal blood-pro- 
tein levels as well as vitamin supplementation 
are obvious. The full thickness skin graft for 
the closure of large decubitus ulcers has been 
the most effective measure in this group. 

4. Bowel and bladder training: Measures 
should be undertaken for regulation of sphincter 
impairment as soon as feasible. Evaluation of 
the bladder status should be made as indicated. 
A catheter should never be left in the urethra 
for more than five days without being changed, 
as calculi formation around the catheter tip often 
occurs. Routine urinalyses should be performed 
in order to insure the early treatment of urinary 
infections. As soon as possible, the patient 
should be placed on a rigid twenty-four-hour 
training schedule starting with one-half hour 
intervals for voiding, and the intervals should 
be increased to individual tolerance. The man- 
agement of the bowels usually resolves itself to 
one of constipation which can be controlled 
through the use of bulk-forming foods, and ene- 
mas or glycerin suppositories as necessary. 

5. Prevention of cardiovascular and _respira- 
tory deconditioning: All patients are likely to 
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exhibit a blackout, syncope-like phenomenon 
when the first attempts to sit up are made. 
Since the work of Dietrick and his associates 
demonstrated the hyperreaction to the tilt-top 
table after prolonged bed rest, it seems obvious 
that semirecumbent posture for at least part of 
the day is indicated. After prolonged bed rest, 
the patient should be kept in the sitting posi- 
tion for only a few seconds the first day, and 
thereafter the intervals should be gradually in- 
creased to full tolerance. 

On the basis of the total evaluation data, the 
patient is placed on a five-hour training program. 
Physical therapy, in the form of heat, is usually 
used prior to any exercise session, particularly if 
any pain or spasticity is present. Hydrogym- 
nastics, electric stimulation of muscles, and ultra 
violet radiation are all valuable. Occupational 
therapy is prescribed for both its psychologic 
and specific physiologic and functional values. 
Such activities as would require hand and arm 
motions are obviously beneficial to these pa- 
tients. Special training routines are instituted to 
teach the patient how to roll from side to side 
in bed and how to sit up in bed. Mat exercises, 
push-ups on the mat, wall pulleys, and similar 
exercises are added at opportune times in an ef- 
fort to improve the strength of the upper part 
of the body. Periodic muscle tests are done to 
evaluate the degree of return of muscle power. 

Accurate prognosis in quadriplegic patients 
can be made only after a preliminary period of 
six weeks of rehabilitation training. After this 


period and a re-evaluation of the status of the 
patient, noting return of motor power, the psy- 
chologic attitude toward his disability and the 
social and vocational problem, a long-range pro- 
gram may be outlined. It has been found that 
the full utilization of the patient's waking hours 
in any form of activity, using occupational ther- 
apy and recreational therapy, makes for a more 
cooperative patient. Activity alleviates anxiety. 
The success or failure of any rehabilitation pro- 
gram rests with the patient’s attitude toward his 
disability, and this cannot be overemphasized in 
the case of quadriplegic patients. Time spent 
with the patient and the family in discussing 
the problem with which they are faced is in- 
valuable for future orientation and planning. 

Regardless of the type of disability, the re- 
sponsibility of the physician to his patient can- 
not end when the acute injury has been cared 
for. It ends only when the physician has taken 
the responsibility for seeing that proper referral 
has been made to those agencies and institu- 
tions which are equipped to rehabilitate and re- 
train the patient with a residual physical dis- 
ability. The physician who fails to see that those 
patients under his care receive the full benefits 
of modern methods of medical rehabilitation and 
retraining is in the same category as the physi- 
cian who still persists in using dietary restric- 
tion alone in the management of diabetes when 
insulin is available, for medical care is not com- 
plete until the patient has been trained to live 
and work with what he has left. 


Ohaining Bone Marrow 


Topay many hematologists are using a needle to puncture a spinous process in order to get 
bone marrow for study. The patients do not mind it so much as they do a sternal puncture, 
and the procedure is easily carried out. 
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The Present Status of—— 


CA and titamin on Rheumatoid Guth 


SoME MEN, particularly in England, say that 
DOCA (desoxycortesone acetate) and vitamin C 
are ineffective in the treatment of rheumatoid 
arthritis. 

In the April 29, 1950, number of the British 
Medical Journal is a round robin signed by 12 
of the leading British rheumatologists. These 
men stated their belief that this combination of 
drugs is of no value. Hench’s experience at the 


Mayo Clinic corroborates this impression. Bilka 
in Hench’s department treated 40 patients with 
these drugs and saw no objective improvement. 

One of the most curious things about the prog- 
ress of medicine is that some physicians can re- 
port spectacular results with a drug which many 
others find useless. Later, however, after much 
trial, almost everyone will discontinue the use of 


the drug. 


Ar THe Mayo Curnic patients with rheuma- 
toid arthritis have usually been much helped by 
Cortisone, and occasionally remissions have con- 
tinued for three months or more. Some remis- 
sions have been permanent. There have been a 
few cases of weakness and fatigue after the stop- 
page of the drug. A few persons have been some- 
what depressed after its prolonged use. A few 
have had severe side effects. 

Patients with rheumatic fever have often 
shown splendid recovery. Even heart murmurs 
have disappeared. 

The dermatologists have had some good re- 
sults with cases of disseminated lupus, psoriasis 
and pemphigus. In several cases the symptoms 
have been relieved and the patients have been 
tided over a crisis. This is highly important be- 
cause, as everyone knows, many of these people 
die in a crisis. 

In cases of periarteritis nodosa there has been 
prompt relief in many cases, but several of the 
people have subsequently died. 

In an occasional case of chronic ulcerative 
colitis there has been prompt and permanent re- 
lief. Unfortunately, the disease did not heal en- 
tirely. 

The oculists have reported that some cases of 
uveitis are well controlled. The~best results were 
obtained with the form of uveitis which occurs 
with arthritis. 

Some patients with nephrosis have been 
helped. There was an increase in the metabolism 


of nitrogen and potassium, which was helpful. 

A few cases of Hodgkin’s disease were treated. 
There was only a partial reduction in the size 
of the nodes and no permanent relief. 

Some patients with chronic leukemia were 
not much helped. Some of the cases of acute 
leukemia were remarkably helped by ACTH. 

Some patients with hay fever and asthma were 
well relieved of their symptoms. 

A few patients with mild psychoses were 
helped for awhile. They were cheered up and 
they got relief from their pains, but it does not 
appear that Cortisone is going to be a panacea 
for psychotic patients. Some of the prepsychotic 
patients were much upset by the drug. 

In cases of acutely advancing multiple scle- 
tosis, Cortisone was of no value. It was also of 
no value in cases of poliomyelitis, severe and 
mild amyotrophic lateral sclerosis and asthenia 
gravis. Addison’s disease was not well controlled. 

Cortisone can be very helpful in cases of 
adrenalectomy for Cushing’s syndrome. After 
operation some of these people are likely to go 
into a crisis and die, and Cortisone can tide them 
over. 

In cases of cancer the results were largely nil, 
which is disappointing. 

It is to be hoped that, at a later time, when 
more Cortisone is available, some of the patients 
who are now spectacularly helped can continue 
to hold their own with the help of small doses 
of this drug. 


BY NATHAN STEINBERG, 
Philadelphia, Pennsylvania 


M. D. 


Streptomycin, alone or in combination with other antibiotics, is extremely 
useful in treating the more common infectious disorders. Its toxicity is low and 
its application is wide and varied. A newly available method for continuous 
antibiotic therapy facilitates the administration of combined streptomycin 


and penicillin in the home and in the office. 


THE EARLY usE of large doses of streptomycin 
in the treatment of tuberculosis resulted in 
marked vestibular disturbances with occasional 
deafness. The occurrence of such grave toxic re- 
actions left a permanent fear in many physi- 
cians against employing this potent antibiotic for 
the control of other infectious disorders. Added 
to this disadvantage has been the inability to 
develop a preparation for long delayed intra- 
muscular absorption or a drug to interfere with 
renal excretion of streptomycin. A further un- 
desirable property has been the tendency to- 
ward the rapid development of bacterial re- 
sistance. 

That the advantages of the use of this drug, 
however, far outweigh its faults has not been 
sufficiently stressed to the practitioner. Not only 
is streptomycin active against Gram-negative 
bacilli but also against the vast majority of 
strains of Staphylococci and Streptococci. When 
occasionally the response to penicillin is poor 
against these latter organisms, the employment 


of streptomycin has been recommended. It has 
proved life saving in bacteremia due to some 
strains of Staphylococcus aureus and to some 
strains of Streptococci, which are, or have be- 
come resistant to penicillin. Uncomplicated gon- 
ortheal urethritis responds to streptomycin as 
dramatically as to penicillin, except when there 
is prostatic involvement. In tubo-ovarian disease 
this antibiotic appears to be of value in those 
instances in which penicillin and sulfonamides 
are no longer effective. Zintel, et al (1947), have 
found streptomycin effective in cases of infection 
with many Gram-negative and Gram-positive 
urinary infections especially when due to Bacil- 
lus proteus and Bacillus pyocyaneus. Hinshaw 
(1947) recommends the combination of strepto- 
mycin with penicillin for the treatment of mixed 
infections such as are likely to be found in 
acute peritonitis, chronic suppurative pulmonary 
disease, and contaminated wounds. Finally 
streptomycin is the most practical antibacterial 
agent in the treatment of pulmonary tuberculosis. 
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Figure 1. The Multidose Injector is shown 
strapped on thigh of an ambulatory patient. 


Although the neurotoxic effects of strepto- 
mycin on the eighth nerve with prolonged use 
in high dosages are severe, other untoward re- 
actions appear to be milder than those of peni- 
cillin. This may be due in part to the relatively 
infrequent employment of streptomycin with a 
lessened incidence of sensitization among the 
population. Farrington and Wilson (1949), com- 
paring the toxic reactions of penicillin and strep- 
tomycin, found that streptomycin does not cause 
reactivation of fungus infections, Herxheimer 
reactions, bronchial asthma, true anaphylactic 
shock, hydroarthrosis, or vascular thrombosis. 
They stress the need for accurate and repeated 
bacteriologic diagnosis to determine the choice 
of the antibiotic to be used in each case. The 
short period of treatment with streptomycin, 
usually necessary in most nontuberculous infec- 
tions, obviates the danger of serious toxic reac- 
tions and the tendency toward development of 
bacterial resistance. 

The question how to treat the patient requir- 
ing the administration of streptomycin at fre- 
quent intervals in the home or office has re- 


cently been answered. A new method of con 
tinuous antibiotic therapy by means of a syring: 
with a needle in situ (see Figure 1), now per- 
mits equally efficacious use of streptomycin in 
the home, office, or hospital outpatient clinic. 
This mechanical device fits about a conventiona! 
5-cc. syringe which limits automatically the 
thrust of the plunger. The instrument and at- 
tached curved needle, with its penetration limited 
to 4-inch by means of rubber tubing, remain in 
situ for 24 hours. 

The blood levels obtained by the use of this 
method (see Figure 2) are sufficiently high for 
the treatment of any infection where this drug 
has previously proved its effectiveness. 


Case Reports 
Case No. 1. Acute Mastitis. A 33-year-old 


white female, was first seen in August, 1947, 
ten days postpartum, with an acute mastitis of 
the left breast. Her temperature was 102.4°. She 
was given a single injection of 300,000 units of 
penicillin in oil and beeswax. Since there was 
no improvement, the following day she was 
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Figure 2. Blood levels of streptomycin 
obtained following its administration 
by means of the Multidose Injector. 


given 400,000 units of amorphous penicillin by 
means of the Multidose Injector® for two days. 
Improvement was prompt and by the fourth 


1The Streptomycin Calcium Chloride Complex and 
Dihydrostreptomycin Sulphate used to determine the 
blood levels were furnished by Dr. Augustus Gibson 
of Merck & Co., Inc. 

This instrument is distributed by the Premo Phar 
maceutical Laboratories, Inc., New York 13, N. Y. 
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day after the onset, her temperature was normal. 

In September, 1949, she was seen again, 12 
days postpartum, with a similar “caked breast” 
on the left side, and a temperature of 101.6°. 
Since penicillin had previously been successful 
in controlling the infection, she was given 600,- 
000 units of penicillin in oil intragluteally as one 
injection and 1,000,000 units of crystalline peni- 
cillin by means of the Multidose Injector. In 
order to reduce the number of visits to every 
other day, she was advised to inject 0.5 cc. or 
approximately 83,000 units every 4 hours. By 
the next day, however, the inflammation had 
spread over the entire breast to the midaxillary 
line and the temperature had increased to 103°. 

Since an abscess was believed to be present, 
the patient was referred to the hospital for in- 
cision and drainage. At the same time, % Gm. 
of streptomycin was ordered to be administered 
every 3 hours. Twenty-four hours later, the in- 
flammation had greatly subsided and surgery 
was no longer indicated. At the end of 2 days 
she was sent home where she continued to re- 
ceive 1 Gm. of streptomycin daily in fractional 
doses for 3 additional days with complete re- 
covery. 

Case No. 2. Chronic Bronchiectasis. A 56- 
year-old white female was seen in the office com- 
plaining that she had had a chronic cough for 
“many years” which had become productive of a 
thick, yellow-green sputum over a period of the 
previous 3 years. For 9 months preceding her 
first visit to the office she had produced an aver- 
age of half a cup of sputum daily. Examination 
of the chest was essentially negative but x-ray 
examination showed fibrotic infiltrations in the 
lower right lung with areas of honey-combing. 
Smears of the sputum were negative for tubercle 
bacilli. The patient was given a 5-day course of 
penicillin, 500,000 units a day, and streptomycin, 
“2 Gm. a day, with the Multidose Injector. This 
was combined with the simultaneous inhalation 
of a mixture of penicillin and streptomycin by 
nebulization four times a day. After the treat- 
ment the patient felt “much improved,” and 2 
weeks after the completion of treatment her 
cough had entirely disappeared and she expressed 
a new feeling of general well-being. 

Case No. 3. Chronic Asthmatic Bronchitis. A 
60-year-old Chinese male had been suffering 
{rom dyspnea with a persistent productive cough 
‘or several years. He was unable to walk two 
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blocks because of marked dyspnea. On examina- 
tion numerous musical and crackling rales were 
present throughout the chest. X-ray examination 
of the chest revealed haziness at the bases of 
both lung fields. The blood Wassermann was 
negative. Three consecutive sputums were nega- 
tive for acid-fast bacilli. The electrocardiogram 
was normal. The sedimentation rate (Cutler) 
was 28 mm. in one hour. A culture of the 
sputum showed the presence of hemolytic and 
nonhemolytic S. aureus. Because previous peni- 
cillin therapy had failed, he was given 10 days 
of parenteral therapy with 0.5 Gm. of strepto- 
mycin and 300,000 units of crystalline penicillin, 
dissolved in 6 cc. of distilled water, in divided 
doses. He was also instructed to inhale 0.5 Gm. 
of streptomycin and 200,000 units of penicillin 
daily by means of a hand-bulb nebulizer. A 
week following this combined therapy there was 
complete clearing of both lung fields; cough and 
sputum were absent, and the sedimentation rate 
had dropped to 11 mm., at the end of one hour. 
The patient stated he was much improved. He 
has remained well for the past 2 years. 

Case No. 4. Atypical Pneumonia. A 43-year- 
old white male was first seen in October, 1949, 
complaining of pain in the left chest and 
shoulder. Fluoroscopic examination of the chest 
was negative. A blood count showed a hemo- 
globin of 96 per cent and 4,500 polymorpho- 
nuclear cells. He was treated for a few weeks 
with short wave diathermy and analgesics with 
resulting marked improvement. 

On January 30, 1950, he was seen in the office 
complaining of fever and cough for the past 3 
days. An x-ray film of the chest (see Figure 3A) 
showed an area of consolidation of the right 
base. A blood count revealed 8,000 polymorpho- 
nuclear cells. The temperature at this time was 
102°. He was treated with 1 cc. of crysticillin 
and 0.5 Gm. of streptomycin administered as 
one dose simultaneously with the application of 
the Multidose Injector containing 0.5 Gm. of 
streptomycin and 500,000 units of crystalline 
penicillin in combined solution. The next day 
his temperature had dropped to 100.2°. The third 
day he felt well and his temperature had re- 
turned to normal. During the second and third 
days he was treated at home but only with the 
antibiotic solution retained in the instrument. 
This was stopped on the fourth day of therapy 
and instead he received 0.5 Gm. of streptomycin 
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Figure 3A. Chest roentgenogram taken January 
30, 1950, showing evidence of atypical pneumonia. 


and 1 ce. of crysticillin as a single dose. This 
was repeated on the fifth day. An x-ray study 
on February 6, 1950, showed some clearing of 
the lung which when retaken on February 13, 
1950, showed complete resolution of the infec- 
tion (see Figure 3B). He returned to work the 
next day. 

Case No. 5. Pneumonia (Atypical?). A 35- 
year-old white female complained of pain in the 
right chest accompanied by fever and cough. 
Physical examination showed some impairment 
of resonance over the right base posteriorly and 
a number of crepitant rales. Sulfadiazine was 
prescribed and 300,000 units of procaine peni- 
cillin administered parenterally. This dose was 
repeated on the second day. During the morn- 
ing of the third day the patient became suddenly 
worse and called the nearest physician. She was 
given a prescription for aureomycin. When seen 
the same afternoon, her temperature had risen 
and physical signs had increased. She refused 
hospitalization. Unfortunately, poor economic 
circumstances made it impossible for her to ob- 
tain the new antibiotic aureomycin. She was 
therefore treated with 0.5 Gm. of streptomycin 
and 500,000 units of crystalline penicillin-G in 
combined solution by means of the Injector for 


Figure 3B. P. A. film of chest taken on Febru- 
ary 13, 1950, shows resolution of involved area. 


4 days. Improvement was prompt and she was 
able to return to work the following week. 

Case No. 6. Acute Pyelonephritis. A 45-year- 
old white male complained of chills, followed by 
fever and general malaise which had been pres- 
ent since the previous day. A year and a half 
previously he had undergone extensive surgery 
for a protracted case of fistula in ano. With the 
temperature 104°, and without overlooking the 
possibility of a residual rectal abscess, 300,000 
units of procaine penicillin in oil were admin- 
istered. The next day an examination of the 
urine showed it loaded with pus cells. A sample 
of urine obtained under aseptic precautions was 
sent to the laboratory where examination of the 
smear revealed the presence of a Gram-negative 
organism. The temperature was still 104°. A 
half gram of streptomycin and 200,000 units of 
crystalline penicillin were injected immediately, 
followed by the administration of 0.5 Gm. of 
streptomycin and 500,000 units of penicillin in 
combined solution by means of the Injector. 

The third day of illness found the patient im- 
proved and the temperature reduced to 100.5°. 
The report on the culture of the urine showed 
B. pyocyaneus as the only pathogen. Thereafter 
the patient received 0.5 Gm. of streptomycin as 
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a single dose and 1 Gm. of streptomycin in di- 
vided doses at frequent intervals for 3 days. 

Simultaneously sodium citrate in half-dram 
doses was administered orally four times daily. 
The temperature gradually dropped to normal 
within 48 hours. The urine became clear and 
microscopic report was returned with negative 
findings. An intravenous urogram and ureteral 
catherization, performed at a later date, were 
found negative. 

Case No. 7. Abscess of Foot. A 37-year-old 
white male was seen with an infection of the 
sole of the left foot. Four days previously his 
foot had been traumatized when it slipped off a 
machine he was operating. Examination showed 
an area of redness and swelling about 3 x4 cm. 
on the sole of the foot. It was not sufficiently 
localized to incise and drain. 

A mixture of 500,000 units of penicillin and 
0.5 Gm. of streptomycin was started by the 
Multidose Injector on the first day. The next 
day the abscess had localized and began to drain 
spontaneously. A specimen of pus was cultured 
and grew Staphylococcus albus which was very 
sensitive to penicillin and moderately sensitive 
to streptomycin. The treatment with both anti- 
biotics was continued for 2 more days after 
which time an irregular linear granulating sur- 
face remained. This healed in a few days. 

Case No. 8. Acute Suppurative Otitis Media. 
A 30-year-old white female when first seen was 
suffering from severe pain due to an acute otitis 
media, with a temperature of 103°. She was re- 
ferred to an otologist who incised the bulging 
drum with the evacuation of a few drops of 
yellow creamy pus. She received procaine peni- 
cillin in oil, 300,000 units parenterally, and sul- 
fadiazine, 1 Gm. every 4 hours, was prescribed. 
A day later her temperature dropped to 100°. 
She received two additional injections of peni- 
cillin in oil on alternate days. On the seventh 
day following paracentesis the temperature sud- 
denly rose to 103°. The otologist felt she had 
developed lateral sinus thrombosis. She refused 
hospitalization, however, and therefore 1,000,000 
units of crystalline penicillin and 0.5 Gm. strep- 
tomycin were administered by means of the 
Multidose Injector. The next day she suffered 
another chill followed by rise of temperature to 
104° and the appearance of a rash on her face. 
The administration of penicillin and sulfadiazine 
was stopped. One gram of streptomycin was 


then injected intragluteally and one gram of 
streptomycin in divided doses by means of the 
instrument. The next day the temperature 
dropped to 100°, and with continued treatment 
it returned to normal the following day. The 
patient was discharged after a total of 5 days of 
streptomycin therapy. 

Case No. 9. Chronic Salpingitis with Sterility. 
A 32-year-old colored female had been married 
eight years during which time she had suffered 
repeated attacks of lower abdominal pain often 
accompanied by fever. She had never conceived. 
On June 21, 1949, she was seen in the office 
suffering from one of her episodes of lower ab- 
dominal pain. The temperature was 100°. 
Vaginal examination revealed marked tenderness 
of the uterus and the left salpinx. A profuse 
mucopurulent discharge was present from which 
a smear was made but when stained revealed no 
gonococci. Since she had previously received 
treatment with repository penicillin and “pills” 
with no permanent improvement, it was decided 
to employ continuous antibiotic therapy with 
penicillin and streptomycin. Accordingly she 
was treated for 5 successive days with 0.5 Gm. 
of streptomycin and 500,000 units of penicillin 
on an ambulatory basis, with complete relief of 
symptoms. On July 2, 1949, she developed gen- 
eralized urticaria. Treatment with calcium glu- 
conate intravenously and Thephorin promptly 
eliminated this condition. She was seen again 
on February 17, 1950, stating she had missed 
her last period. A pregnancy test performed on 
February 22, 1950, proved positive. 


Comment 


For the prompt control of infection each anti- 
biotic must be chosen depending on the invad- 
ing organism, facilities for administration of the 
antibiotic at frequent intervals if necessary, and 
the clinical condition of the individual patient. 
In order of importance, an antibiotic must first 
be effective; second, induce slight or no toxic 
reactions; third, preferably be low in cost; and 
fourth, convenient to administer. 

The effectiveness of any antibiotic depends 
on whether it is administered alone or in com- 
bination with other drugs to which the same 
disease-producing organism is susceptible. Used 
as the only chemotherapeutic agent, streptomy- 
cin, in addition to its bacteriostatic effect in 


q 

4 

Ge @ August, 1950 55 


tuberculosis, has proved of great value in infec- 
tions of the genitourinary tract. In the patient 
in Case No. 6 whose urine revealed a pure cul- 
ture of B. pyocyaneus, streptomycin promptly 
eradicated the infection. This is worthy of note, 
since Zintel (1950) reports that B. pyocyaneus 
and Proteus vulgaris have proved resistant to 
aureomycin and in vitro to chloromycetin. It is 
advisable, however, that the urine be alkalinized 
prior to the use of streptomycin since Harris and 
Finland (1947) found that the alkalinization of 
the urine increased the number of cures eight- 
fold. Of unusual interest was one patient, suc- 
cessfully treated in the hospital with neomycin 
for an aerogenes infection resistant to other 
antibiotics, who suffered a recurrence of acute 
pyelonephritis on her return home. At this time 
a coli organism was isolated which proved sensi- 
tive to streptomycin. Treatment with 0.25 Gm. 
’ of this drug as a single daily dose plus 0.75 Gm. 
by means of the instrument for 4 days cleared 
up the infection. 

In infectious disorders where no bacteriologic 
diagnosis was possible, streptomycin brought 
about recovery after penicillin and/or sulfona- 
mides had failed. This occurred in the patient 
cited as Case No. 8, who suffered an exacerba- 
tion of fever, accompanied by chills, a week fol- 
lowing paracentesis and healing of the tympa- 
num. Similarly, in the patient in Case No. 1, 
in spite of penicillin administered in high doses 
the infection of the breast became worse, strep- 
tomycin brought about a rapid subsidence of the 
disorder obviating contemplated surgery. Other 
patients, suffering respectively from draining 
sinuses due to cervical lymphadenitis of un- 
known etiology, vleurisy of four months’ dura- 
tion, and generalized furunculosis of one year 
standing were brought under control by the sole 
use of this drug. 

Kolmer (1948) in his interesting studies with 
mice, found that when sulfadiazine was added 
to streptomycin in the treatment of experimen- 
tally induced pneumonia, he was able to reduce 
the dose of streptomycin by one half and still 
obtain the same percentage of survivals. Practi- 
cally the same results were obtained when he 
added streptomycin to penicillin in the treat- 
ment of experimentally induced Bacillus an- 
thracis infection. As a result of these experi- 
ments and clinical experience, he (1949) advises 
that in infections due to B. pycocyaneus or Pr. 


vulgaris streptomycin be combined with chloro- 
mycetin. Similarly in infections where the causa- 
tive agents are Hemophilus influenzae, Esche- 
richia coli, Klebsiella pneumoniae, or Brucella, 
he recommends the combined use of streptomy- 
cin and either aureomycin or sulfadiazine. In 
subacute bacterial endocarditis, due to Gram- 
negative organisms, Long, et al (1949), suggest 
that streptomycin be combined with aureomycin 
and/or chloromycetin. 

The value of the above experimental findings 
and clinical recommendations are daily apparent 
to the practitioner treating resistant infections 
without hospitalizing the patient. One elderly 
patient, who was treated for chronic cystitis due 
to E. coli with 1 Gm. of streptomycin daily did 
not recover until a triple sulfonamide compound 
was added. Similarly, in the treatment of severe 
chest infections, when the daily administration 
of a repository penicillin preparation and sulfo- 
namide failed, as occurred in the patient in Case 
No. 5, the combined administration of penicillin 
and streptomycin in aqueous solution at stated 
intervals brought about a successful result. 

One of the problems of the practitioner is 
what to do for the patients suffering from 
chronic, nontuberculous, pulmonary infections. 
Not too ill to warrant the expense of hospitali- 
zation, these middle aged patients continue to 
suffer and go slowly downhill. It is in cases such 
as Nos. 2 and 3 cited here, that following bac- 
teriologic studies, much can be accomplished by 
the employment of continuous antibiotic therapy. 
It is here that combination chemotherapy is of 
particular value because of the frequent presence 
of mixed infections. While there is no con- 
traindication to the simultaneous employment of 
parenteral and aerosol therapy, where for any 
reason only one method could be used, the 
former was found to be more effective. 


Allergic Reactions 


Since 1947, more than 150 cases have been 
treated with streptomycin, varying from a single 
day to nine weeks, by means of the Multidose 
Injector, without any serious toxic reactions. 
Although on rare occasions local allergic reac- 
tions induced a large circumscribed area of ery- 
thema, it immediately subsided following re- 
moval of the needle at the end of 24 hours. For 
the occasional patient, who was unduly sensi- 
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tive and complained of local pain, heat over the 
site of the needle gave prompt relief. Hinshaw 
and Herrell (1947) consider streptomycin as a 
drug of low toxicity and state that no serious 
toxic reactions have been reported when admin- 
istered for periods of a week or two. 

In addition to proving an excellent method 
for parenteral therapy, the Multidose Injector 
indirectly acted as a test to determine any pos- 
sible local irritating qualities, allergic or chem- 
ical, of the medicament used. In this way it was 
possible to eliminate certain toxic streptomycin 
preparations. Also, if undue local erythema and 
induration followed the employment of the in- 
dwelling needle technique, not commonly oc- 
curring with the combined use of penicillin and 
streptomycin in other patients, an allergic con- 
dition usually due to penicillin was felt to be the 
cause. 

Recently to prevent producing such undesir- 
able local reactions, more especially in those 
cases given a history of penicillin sensitivity, an 
intradermal test is performed with a solution of 
500,000 units of crystalline penicillin-G in 6 cc. 
of distilled water. In the presence of a positive 
test—always read at the end of twenty-fours 
hours—penicillin is either not employed or is 
used as procaine penicillin in the form of a 
single daily dose simultaneously with an anti- 
histamine at frequent intervals. When indicated, 
a similar intradermal test with a solution of 
streptomycin of the above concentration is oc- 
casionally carried out. 

Steiner and Fishburn (1947) in reporting 
seven cases of cutaneous eruptions after treat- 
ment with streptomycin, emphasize that in their 
cases therapy was continued without untoward 
sequela. Pulaski and Sprinz (1947), basing their 
report on 1,000 cases treated in army hospitals, 
state that the severity of toxic reactions is related 
to the size of the dose and the duration of 
therapy. 

Since the majority of our cases were treated 
for only 5 to 10 days, no difficulty with toxic 
reactions was experienced. Two cases, however, 
who were treated for more than two weeks and 
who at the time of therapy were running a high 
temperature, developed a generalized macu- 
lopapular eruption. These spontaneously disap- 
peared without cessation of therapy. With doses 
of 1 Gm. of streptomycin, transitory vestibular 
jisturbance occasionally occurred in patients re- 
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ceiving treatment for long periods. Of interest 
in this regard is the report of Stewart (1948) 
who found an incidence of only 4 per cent of 
dizziness when administering 1 Gm. daily in 
twelve equally divided doses. One patient, who 
was treated for a tuberculous ulcer of the throat 
by means of the Injector with 1 Gm. of strepto- 
mycin daily, suffered from dizziness when the 
dose was changed to 0.5 Gm. twice daily. When 
therapy was changed back to the administration 
of 1/12th of a gram every two hours the vestib- 
ular disturbance immediately disappeared. This 
suggests that an occasional patient may be re- 
lieved of dizziness by changing to a method em- 
ploying small doses at relatively short intervals. 


Selection of Antibiotic to Be Used 


To the patient in the low-income group the 
expense of the therapy to be employed must be 
considered. To further reduce the cost it is ad- 
visable to select the antibiotic following accurate 
bacteriologic and sensitivity studies. The latter 
tests are important since it is impossible to pre- 
dict clinical results solely on the basis of species 
identification. Various strains of the same species 
of bacteria often require different antibiotics for 
control. 

A rapid susceptibility test, developed by 
Bondi, et al (1947), with modification by Wag- 
ner (1950) has made it much easier to perform 
this examination than heretofore. Where, how- 
ever, it is impossible to carry out such studies, 


- streptomycin combined with penicillin may have 


to be used since the two together will overcome 
the majority of infections seen in the temperate 
climate. Until a definite bacteriologic diagno- 
sis is made, and especially if the patient is over- 
whelmed by a serious infection and/or bacte- 
remia, a combination of antibiotics, active against 
both Gram-positive and Gram-negative organ- 
ism, is desirable. Such therapy when used in 
severe local infections for at least twenty-four 
hours, as Case No. 7, has been found to reduce 
fever, to localize the infection for necessary in- 
cision and drainage, and even occasionally to 
obviate surgery. 

In the treatment of atypical pulmonary con- 
solidation 6f sudden onset, more especially 
where cost was a factor, a clinical trial employ- 
ing both penicillin and streptomycin was con- 
sidered advisable. Such therapy in Case Nos. 4 


and 5 proved effective within 48 hours. How- 
ever, the empiric use of these two antibiotics in 
combined solution proved of greatest value in 
the treatment of pelvic inflammatory disease of 
long standing. The majority of such patients 
were treated in the office on an ambulatory 
basis. Following therapy, a few patients suffer- 
ing from long sterility became pregnant. 


Methods of Giving Streptomycin 


When compelled to treat a serious illness in 
the home, it was felt that the prompt recovery 
of the patient rather than any minor incon- 
venience should be the deciding factor. Although 
a technique may appear uncomfortable or annoy- 
ing to the physician, it is not objected to by the 
average patient providing recovery can thereby 
be hastened. One is constantly made aware of 
this fact when he sees patients receiving up to 
a gram of streptomycin daily by means of a con- 
stant indwelling needle in the thigh not only 
while walking to the office but even occasionally 
while carrying on household duties. 

While it is admittedly simpler to give a single 
injection of a drug once every twenty-four 


hours, this is not advisable when using strep- 
tomycin. In this respect, Aikawa, et al (1947), 
state that because of the rapid development of 
resistance to streptomycin, the use of minimal 
doses invites therapeutic failure and therefore 
the drug should be given every four hours. More 
recently, however, Herrell and Wellman (1950) 
recommend 0.5 Gm. or 1 Gm. every 12 hours 
when streptomycin alone is administered and 
every 3 hours when used in combination with 
penicillin. Why such a great difference is sug 
gested in the interval of administration between 
the two antibiotics is dificult to understand. 
Nevertheless, since minimum levels of strepto- 
mycin tend to produce resistant strains and since 
it is inconvenient in the home or office to ad- 
minister a drug parenterally every 12 hours, the 
Multidose Injector should be employed where 
trained personnel are lacking. In many cases as 
soon as the temperature and clinical symptoms 
improved, the Injector method was stopped and 
injections of procaine penicillin and streptomy- 
cin were administered once daily instead. 


An extensive bibliography accompanying this article 
is available upon request from the Editorial Office of GP. 


fer 


A PATIENT was seen with a bad ulcer that flared up from time to time and then calmed down. 
As the physician tried to find out what caused the flare-up, he learned that the man had worked 
for years as manager of a baseball team. Later he quit and went into another business, but he 
remained tremendously interested in his old team and in the sports page. Finally the man con- 
fessed that all of his upsets were due to his rage over errors that sometimes cost his team a game. 
He said he could probably be well if he could only leave the sports page alone! 
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BY HARRY E. BACON, M.D., AND TIMOTHY F. MORAN, M.D. 
Philadelphia and Scranton, Pennsylvania 


Injection therapy is effective only in limited cases. Proper surgical 
management depends on complete knowledge and skill with emphasis on 
avoidance of unnecessary trauma, sharp dissection of the hemorrhoidal 


excrescences, accurate approximation of the mucosal edges with fine catgut, 


omission of all packs and plugs, and early ambulation. 


Ir 1s FORTUNATE that there now exists a trend 
among physicians to examine the rectum as a 
part of a complete physical overhauling. Cer- 
tainly we are less prone now to prescribe sup- 
positories and ointments in order to allay symp- 
toms without first studying the anal canal, the 
rectum, and the colon. Many physicians are still 
loathe to introduce a gloved finger into the rec- 
tum; but, as Buie has aptly stated, “I would 
gladly insert my finger into the rectum of a pa- 
tient professionally with whom I would not care 
to shake hands socially.” 

Patients are prone to postpone examination 
because of fear of what may be found, as for 
example, cancer, fear of pain attending the ex- 
amination, or fear that an operation will be rec- 
ommended. We physicians must share the re- 
sponsibility for this negiect, for frequently we 
are to blame. Too often our examination causes 
the patient unnecessary pain, because we were 
careless or rough or lacked proper instruments. 


Usually hemorrhoids are considered as being 
of minor importance, unless we ourselves hap- 
pen to be the victims. In large hospitals, few 
chiefs of staff will bother to perform a hemor- 


thoidectomy, and because of this, the ward pa- 


tient is relegated to the care of the resident. 
Even the intern without experience and without 
much knowledge of the anorectum may perform 
the hemorrhoidectomy. 

We are not recommending that every patient 
consult a specialist for this disease, but we believe 
that only those who have achieved a knowledge 
of these parts by study and investigation should 
undertake the surgical management and after- 
care of patients suffering with hemorrhoidal 
disease. 

The warning has been repeatedly made and 
recently by McNealy and Smith, as to the per- 
formance of unnecessary hemorrhoidectomies in 
the presence of an unrecognized cancer of the 
rectum and large bowel. No operation should 
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ever be performed around the anus until a 
thorough examination has been made of the anal 
canal, the rectum, and the colon. 

The injection treatment of internal hemor- 
rhoids is recognized as an adequate means of 
therapy but only in selected cases. It consists of 
depositing a sclerosing solution into the sub- 
mucosa immediately overlying the hemorrhoidal 
veins. The purpose is to obliterate the varicosites 
with fibrous tissue. Its use is indicated only 
when hemorrhoids of the internal variety are 
small, of moderate size, and uncomplicated. The 
most popular solution employed is quinine and 
urea hydrochloride (5 per cent solution). Other 
solutions to be chosen are phenol in oil (5 per 
cent) or sodium morrhuate (5 per cent solution). 

In all instances the patient should be advised 
of the limitation of this treatment and the ten- 
dency for the recurrence of the malady. There is 
little doubt that the injection therapy has its 
greatest field of usefulness in the aged, and in 
those persons in whom operation is unwise be- 
cause of the presence of cardiovascular, pulmon- 
ary, or liver disease. Those who are experienced 
in the treatment of hemorrhoids employ the in- 
jection form of therapy less frequently and 
choose operation more often. For permanency 
of cure, a well-executed surgical removal of the 
hemorrhoids is the procedure par excellence. 

In the surgical management. there are several 
points worthy of mention which will contribute 
materially to the results achieved. The selection 
of the type of anesthesia is important, since less 
trauma to the tissues becomes manifest where 
the degree of relaxation is adequate. We believe 
a low lumbar block fulfills best this requirement. 

The position of the patient on the operating 
table should offer proper exposure of the anal 


canal and lower rectum. This is best accom- 


plished with the inverted or jack-knife posture. 
Anal dilatation should be avoided. In removing 
the hemorrhoids, it is well always to segregate 
the masses into their respective quadrants, after 
which each is mobilized by sharp dissection. In 
every instance the sphincter muscle is gently 
separated from the hemorrhoids and retracted in 
order to avoid its inclusion by the clamp or 
suture. This is a point of utmost import. In our 
opinion, the method employed is far less import- 
ant than the manner of execution. While many 
lean more in favor of the clamp and suture tech- 
nique, suture alone is a satisfactory procedure. 

The edges of the wound resulting from the 
excision of the hemorrhoidal tissue are approxi- 
mated with fine chromic catgut as far as the 
anorectal or pectinate line, which line of junc- 
ture should be constructed to assume its precise 
normal location. Never are the skin wounds 
closed but rather they are permitted to remain 
open for drainage. All types of drains, plugs, 
and packs are to be avoided. Hot moist com- 
presses are employed during the first 24 hours 
after which patients are permitted out of bed 
and given hot sitz baths. A full diet is prescribed 
immediately. Introduction of the lubricated 
finger prior to discharge from the hospital on the 
third or fourth postoperative day tends to pre- 
vent bridging. All patients should be examined 
periodically until the wounds are completely 
healed. 

To re-emphasize pertinent points in the sur- 
gical management of hemorrhoids, the avoid- 
ance of unnecessary trauma, sharp dissection of 
the hemorrhoidal excrescences, accurate approxi- 
mation of the mucosal edges with fine catgut, 
the omission of all packs and plugs, early ambu- 
lation, and hot sitz baths with periodic inspec- 
tion of the wound are recommended. 


Visualizing the Adrenal Gand 


WHEN a patient comes with bodily changes indicating Cushing’s syndrome, the roentgenologist 
sometimes injects air around the adrenal glands in order to visualize them better. In a recent 
note Dr. Samuel Kraus pointed out that, with the stomach injected with air, one can often 


visualize the left adrenal gland quite well. 
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BY FRANCIS M. RACKEMANN, M.D. 


Board of Consultation, Massachusetts General Hospital 


Asthma is a symptom which has a variety of causes. There is a marked 


difference between asthma in young people and asthma which begins in older 
people. A good rule to remember is that when asthma begins before 
the age of thirty, that is allergy unless proved otherwise; but when it begins 


after the age of forty, that is not allergy unless proved otherwise. 


“ASTHMA” MEANS A WHEEZE, and wheezy breath- 
ing depends upon the fact that the flow of air in 
and out of the larger air tubes is obstructed. 
The obstruction may depend upon a spasm of 
the tubes which comes and goes to produce the 
typical attacks, or it may depend upon a swell- 
ing of the bronchial mucous membrane—a local 
edema which also comes and goes. Thirdly, the 
wheeze can depend upon the presence of mucus 
or exudate of various kinds in the lumen of the 
larger bronchi. 

Asthma should be regarded as a symptom, 
and the doctor must ask himself what kind of 
asthma the patient has, and what is the probable 
lesion causing the wheeze. 

In 1947, I presented a classification of pa- 
tients with asthma, which has been found to be 
of considerable practical importance in the man- 
agement of patients. First of all, there is a pro- 
found difference between the kind of asthma 
which begins in young people and is due to al- 
lergy, and the other kind of asthma which be- 


gins in older people past forty years old, and 
which has nothing to do with allergy. The age 
at onset of the asthmatic symptoms is, therefore, 
a matter of almost vital practical importance, and 
to determine this age should be the first step in 


history taking. The rule is that “When asthma 


begins before the age of thirty, that is allergy 
unless proved otherwise; but when asthma be- 
gins after the age of forty, that is not allergy un- 
less proved otherwise”—and it is a good rule. 

The “allergic individual” has several charac- 
teristics. First, his history will show that there 
is allergic disease in his family in about 75 per 
cent of the cases. Sometimes the eczema, hay 
fever, asthma, or urticaria are noted on the fa- 
ther’s side, other times on the mother’s side. 
When both sides of the family are affected, the 
percentage of allergic diseases in the offspring is 
greater. 

Secondly, the allergic individual may himself 
have had earlier manifestations of allergy. In- 
fantile eczema, for example, presents a fairly 
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uniform and characteristic clinical picture, and 
the story of it is often given by patients who 
develop hay fever or asthma later on. 

Thirdly, the allergic individual has the capac- 
ity to develop sensitiveness and, in the typical 
case at least, the history may show a sequence of 
symptoms. For example, hay fever developed at 
age ten, with perhaps a change in the kind of 
hay fever at about age fifteen, and then later on 
with asthma in the pollen season as a complica- 
tion. Meanwhile, the youth has developed a 
sensitiveness to cats or dogs, or perhaps to cer- 
tain household dusts, to which he has been ex- 
posed. Routine examination of such a person 
may show the scars of early eczema in the front 
of his elbows or the back of his knees; it may 
show the presence of a blood eosinophilia up to 
about 7, 15, or even 20 per cent of the total 
white cells. 


History Taking 


When such an allergic individual has asthma 
the cause of his trouble ought not to be too hard 
to find, and the finding depends upon just one 
thing—the taking of a careful history. When, 
and on what date did it begin? How old was he 
at the time? What happened? Why did the 
asthma begin? Was there an infection? Some 
new change in the old environment? A new 
dog or cat? Where did he live? How long had 
he been there? What sort of place was it? A 
farm? A house in the suburbs? A tenement? 
How long did the first asthma last? When did 
it subside? Did the family move at that time? 
Did the patient go off to college, and so escape 
from the dust which was causing trouble at 
home? Did he ever go to a hospital and if so, 
how did he do in the clean hospital environ- 
ment? One must record the history with care. 
The dates on which changes in asthma occurred 
must be noted so that these dates can be com- 
pared later with the dates on which changes 
in house, or room, or bed were made. 

Asthma which occurs only in the summer is 
most likely to depend upon a sensitiveness to one 
or another of the common pollens, and the dates 
will show which pollen it is. In one case, how- 
ever, the trouble in summer was not due to pol- 
lens; it depended upon the fact that in June the 
family moved to the country and stayed there 
until after Labor Day. The boy was all right 


until they moved, but in the country the asthma 
began at once and persisted through the sum- 
mer. It depended upon the particular bed in the 
summer cottage. When, in another season, the 
bedding from the city home was taken to the 
summer cottage, he did well with no return of 
any trouble, even in the place where he had 
suffered before. 

Sometimes the history is not helpful, simply 
because the patient has never been away from 
home or has never made changes in his bed- 
room. In that case, the doctor can make experi- 
mental changes. How instructive it was to find 
that as soon as the little boy left home to spend 
two weeks with Grandma down the street, all 
his asthma disappeared, only to return again 
on the very first night at home. In that case, 
the trouble was the dog, to which the little boy 
was devoted. The dog slept on the boy’s bed; 
the dose of dog hairs was large. Grandma had 
no dog. 

The doctor must be a detective, but if he will 
understand the tricks in taking the histories of 
these particular patients; if he will indicate all 
changes by the dates on which they occurred, 
the beginning of the last attack, and the end of 
it; the beginning of the attack before that, and 
the end of it; and similarly for all the attacks, 
perhaps through several years, the answer riay 
appear. 

It is important to account for all the time, for 
if there was an interval of two or three years 
during which the patient had no symptoms at 
all, that fact is very important. Most asthmatic 
boys did well in the South Pacific during the 
War, but the explanation could be more simple 
—the sister had married and moved out, and 
when the boy lived in her room he was much 
better. When he returned to his old room and 
bed, the asthma recurred. 


The Doctor's House Visit 


So far the emphasis has been on bedrooms 
and bedding—on those dusts to which the pa- 
tient is exposed at night. There are other cases 
in which the sensitiveness was to the ozite pad 
under the rug, or to the fancy stair carpet, but 
these cases are not common. Sensitiveness to 
animals, particularly to cats, and often to dogs, 
is more common. Kapok, called “silk floss,” is 
a common offender. Its fibers become moldy 
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AW.C. Hay Fever since Childhood—May to July. 
Ages 33 to 42—H ¢ Grasses—Most Symptoms in May. 
Since age 42, Kv each year c Trees only—Hardly any Hay Fever. 


very easily, and the mold breaks the fiber into 
a fine dust. When one sees a dilapidated pillow 
on the parlor sofa, one can suspect kapok. When 
the pillow is kneaded a little, the thumb and 
forefinger will come right together if it’s kapok. 
If the pillow is held in the light and tapped 
gently, one can observe that a cloud of fine dust 
will appear. Kapok is bad stuff. There are many 
patients who have been quite relieved of their 
asthma when kapok was found and removed. 
From this discussion of household dusts, it is 


clear that a personal visit by the doctor to the 
house of the patient will often lead to im- 
portant discoveries. The removal of doubtful 
items, perhaps simply by setting them aside in 
a closed room for a trial period, has done won- 
ders for many patients. Dusts and powders in 
the bathroom, as well as in the kitchen, should 
not be overlooked, for merely to think of them 
may lead to the recollection that the recent at- 
tacks of asthma were much worse on days when 
wheat flour was used for a batch of doughnuts. 

House visits may be worthwhile, but with a 
good history, the diagnosis of the probable cause 
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of any simple, allergic asthma should be easy— 
by the history alone. 


Skin Tests 


Skin tests are useful to confirm the history, 
especially if the tests to those substances sug- 
gested by the history are positive. Negative skin 
tests do not necessarily exclude sensitiveness, and 
whenever the history and the skin tests do not 
agree, it is the history which is more impor- 


(Readings i 20 minutes) 


tant. One has only to remember that skin tests 
are tests of the skin, and they may or may not 
reflect a sensitiveness of other tissues at the same 
time. To prove a sensitiveness in the absence of 
a positive skin test is not easy, but when the 
cat or dog, suspected in the history, was re- 
moved, and the patient got well, one has to be- 
lieve in a cause and effect relationship. In sev- 
eral cases, the tests negative at first became posi- 
tive later, so that the early history was confirmed. 
In the meantime, the finding of positive tests 
without any history to go with them is common 
enough. (See illustration above.) 


_SORATCH TESTS AT AGE 62 


“Ash Hickory 
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A man of 33 had hay fever each year from 
May to July. When skin tests showed handsome 
reactions to the grass pollens, he was treated 
with grass pollen extracts with some benefit. 
When later it was appreciated that his symptoms 
were always worse in May, treatment was 
changed to the tree pollen extracts, even though 
the trees gave much smaller skin tests, and after 
that he had hardly any hay fever. Desensitiza- 
tion is a specific effect—the material used must 
represent the actual and precise cause of trouble 
—and the history is a better index than the skin 
test. The largest skin test in this man is to rag- 
weed, and yet up to age 62, he has never had 
hay fever in the ragweed season. The positive 
test is of no clinical significance in his case. 


Desensitization 


Treatment of allergic asthma by desensitiza- 
tion is indicated chiefly in the pollen cases, for 
when the patient is sensitive to the pollen of 
common trees, or grasses, or ragweed, he can- 
not easily escape. The pollen is more in the 
country, but there is a good deal of it even in 
the city. The air-conditioned rooms and special 
pollen filters for the window at home, are al- 
ways useful, and the patient is much more com- 
fortable when sitting or sleeping behind such a 
filter. 

Meantime, the technique of “desensitization” 
is becoming simplified so that the total number 
of doses required can be reduced materially. The 
trick here is to find and record the “pollen toler- 
ance” of the individual. If the tolerance is high, 
fair-sized doses of strong extracts will be re- 
quired, but if it is low any dose larger than a 
very small quantity will do more harm than 
good. Since the determination of tolerance de- 
pends on the results of treatment as well as on 
the size of skin tests, one has to learn to use the 
observations in the first year of treatment as an 
important guide to what is done during sub- 
sequent years. The keeping of good notes be- 
comes a matter of practical importance. The pro- 
cedure requires a certain special experience to 
use it with good effect. Desensitization is not 
entirely free of danger, and even with the best 
of experience the results are still not perfect. 
After the first two or three years, the amount of 
treatment for ragweed, for example, can be re- 
duced from a series of twelve doses given in the 


first year to six, or even four, doses in later 
years. If this simplified treatment will still pro- 
duce good results, one can be quite sure that the 
treatment itself is not worse than the disease 
which it aims to prevent. The technique of 
desensitization treatment is not to be used with- 
out a considerable understanding. 


Complications of Simple Allergic Asthma 
The simple allergy in young people may be- 


come complicated. Infections of the nose, sinuses, 
and bronchi may develop during the primary at- 
tack and result in the persistence of the trouble, 
pethaps for many weeks and months after the 
original cause has been removed. In other cases, 
some other disturbance of the bodily function 
may “lower the vitality.” Chronic fatigue, focal 
infections in other parts, anemia, malnutrition 
with vitamin deficiencies, constipation, and 
sometimes emotional difficulties can interfere 
with the good condition of the patient, to make 
a bad matter worse. 

The term “asthmatic bronchitis” is a special 
form of this complicated allergic asthma. Under 
this designation are young people, both children 
and young adults, whose typical history shows 
asthma occurring in attacks from two to four 
or five times each winter. Each attack begins 
with a new cold, and that is the bronchitis part; 
and a wheeze occurs with each one, and that 
is the asthmatic part. The theory is that the in- 
fection lowers the threshold to make a slight de- 
gree of allergy become clinically effective. The 
idea is supported by the finding, in some cases, 
that when this primary allergy can be recog- 
nized; when the kapok pillow, the cat, or the 
pad under the rug is removed, or when the 
sensitiveness to pollens or molds is recognized 
and treated, then the new cold no longer leads 
to a wheeze; the “asthmatic” part of the diag- 
nosis has been controlled. 


Intrinsic Asthma 


The older age group of asthma is even more 
interesting, perhaps because much less is known 
about it. Its study and treatment presents a chal- 
lenge which is very real. 

A person remains quite well through a long 
and active life, until about the age of 50, or 
sometimes 40, he or she develops a wheezy 
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breathing, often quite suddenly and in a severe 
initial’ attack. What has happened and why? It 
is quite easy to think of allergy—to compare 
these cases with the younger age groups—but 
the differences are rather striking. 

First, a family history of allergic disease is 
not so common in this older group. The patient 
himself gives no history of previous eczema or 
hay fever; no hives or asthma in his early life. 
One thinks about a new hypersensitiveness to 
dusts in his environment, to animals in the 
house, to pollens outside; perhaps to some dust 
concerned with his occupation in the store, or 
in the mill, or on the farm, but the idea does 
not make sense; the patient does not say that 
his symptoms improve when he moves away 
from home. When he stops his work, or changes 
his job, the symptoms continue, and then, finally, 
when he comes to the hospital, his asthma does 
not clear quite promptly within the first three or 
four days—the symptoms persist until finally the 
good nursing care and treatment with various 
drugs control the attack. It is not possible to 
show any relation between his symptoms and 
exposure to foreign substances; the theory of al- 
lergy is not good enough. This is the kind of 
asthma that the author calls “intrinsic” and 
means, thereby, that the cause is something 
which the patient carries within himself and so 
is present at all times and in all places, in con- 
trast to the younger group in which the cause 
is outside or “extrinsic.” 


Treatment 


Let us treat this older patient first, and then 
discuss the cause of his disease later. The first 
principle is protection of the patient against his 
asthma. It is not good for him to sit there gasp- 
ing for breath. The effort is severe. The fatigue 
which may have started the attack in the first 
place is aggravated greatly by the asthma, and 
the “depletion” of body and soul, which will be 
discussed presently, simply adds to the difficulty. 
The vicious cycle must be broken. 

If the attack is mild, and the patient is still at 
home, it may be that a “shot” of epinephrine is 
all that will be needed. Note that the dose need 
not be large. Quite often 0.30 cc. is as good as 
0.50 cc. and the “jitters” with pallor and tachy- 
cardia do not develop. Perhaps, however, epine- 


porine has been used before, and now the pa- 
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tient is “adrenalin-fast” so that recent doses have 
made him worse instead of better. If so, the next 
step is aminophylline, the contents of a 10 cc. 
ampule containing 0.25 grams to be injected in- 
travenously, but to be injected very slowly, tak- 
ing at least three minutes by the watch, for the 
injection to be given. Aminophylline has a dif- 
fuse action: it is a diuretic; it stimulates the kid- 
neys. It increases capillary permeability; it stim- 
ulates the heart muscle, and then, finally, it 
overcomes bronchospasm, even though the mech- 
anism is not clear. To give aminophylline too 
much and too quickly may lead to fibrillation. 
The danger is small, but one or two such cases 
are described. Aminophylline should be injected 
slowly. 

Ephedrine is much like adrenalin, but is less 
potent. It is slower in action, but longer in ef- 
fect. Combinations of ephedrine and aminophyl- 
line, with small doses of phenobarbital, are of- 
fered in special pills or capsules and are quite 
useful. The patient takes up to four, or some- 
times up to six, pills a day, as he finds necessary. 

The nebulizers charged with strong (1 to 
100) epinephrine solution are also useful reme- 
dies, which most patients suffering from asthma 
find sooner or later. They must be taught to 
squeeze the bulb at the moment of inspiration, 
to inhale the fine cloud into the lungs instead 
of wasting it in the throat where it is swallowed 
and becomes irritating to the stomach. The 
sprays are good for asthma of mild to moderate 
severity, and there are hundreds of patients who 
carry the machine with them at all times. The 
same nebulizer can be activated by the pressure 
of oxygen from a tank, or of air from an ordi- 
nary bicycle pump, but these larger accessories 
are used more for the nebulization of penicillin 
and/or streptomycin, as Maurice Segal and 
others have described. 

Whenever asthma is really bad, the patient 
ought to be in the hospital. If the patient is to 
be transferred to the care of another doctor, it 
will be wise, as well as thoughtful, for the first 
doctor to send a note indicating the recent treat- 
ment. Last winter a patient arrived at the emer- 
gency ward in extremis: cyanotic and with a 
pulse rate of 160. If the receiving doctor had 
known that both epinephrine and aminophylline 
had been given just before starting the trip in, 
about an hour before, further doses would not 


have been given on arrival. If they had not 
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helped her the first time, they would only make 
her worse the second time—and that is what 
happened; she was poisoned by too much treat- 
ment. 

Asthma is always disturbing, and every pa- 
tient is frightened by his asthma, always think- 
ing that the next breath may be his last. The 
element of fear is important. In the hospital, a 
good nurse and the kindly attention of the doc- 
tor will do much to restore confidence. In not 
a few cases, wheezing which was very severe at 
home became quite easy to manage as soon as 
the patient appreciated the security, the safety, 
and the quiet of the hospital. The factor which 
seems of real practical importance is noted in 
our hospital as “T.L.C.” “Tender, Loving Care” 
is an important part of the treatment of asthma, 
at least in the first stages. The transfer to the 
hospital is, in itself, an important treatment. 

Intravenous fluids are very useful. At the 
Massachusetts General Hospital, it is almost 
. routine to start the treatment of a patient with 
severe asthma with an intravenous drip from a 
bottle containing 1,500 cc. of 5 per cent dex- 
trose in physiologic salt solution. If the attack 
has been prolonged, so that the patient has not 
taken much food or fluid by mouth in the past 
few clays, the intravenous injection provides 
water, salt, and food (glucose). What else it 
does is not too clear. To the bottle can be added 
either 1 cc. of 1 to 1,000 adrenalin, or a 10 cc. 
ampule of aminophylline containing 0.25 Gm., 
but the fluid alone is often effective. 

Fluids can be given intravenously up to a 
total of at least 3 liteis in one injection to the 
ordinary patient, and, if necessary, doses of that 
amount can be repeated on two or three sub- 
sequent days. Too much salt is not good. Physio- 
logic solution of sodium chloride contains 8.6 
Gm. of NaCl per liter and 1,500 cc. has about 
13 Gm. of salt, and that’s enough. After the 
first bottle, therefore, the fluid should be changed 
to glucose 5 per cent in plain water. If either 
adrenalin or aminophylline is added to the in- 
fusion flask, it is important that the bottle should 
be shaken so as to mix the drug quite thor- 
oughly. The practice of injecting drugs into the 
tubber tubing with a needle is quite wrong, for 
then all of the drug is administered at one time, 
and severe reactions may result. 

The purpose of intravenous fluids is partly 
to make up for the deficiency of water, salt, and 


food, as said. Also, the effect is related, at least, 
to the idea of “nonspecific therapy.” Any sub- 
stance which is injected into the veins, into the 
muscles, or under the skin has an effect which 
is peculiar to its pharmacologic action. But in 
addition to that, it at times creates a general 
disturbance of greater or lesser extent, causing 
fevers, headaches, or other systemic symptoms, 
the nature and mechanism of which are not too 
clear. This nonspecific effect is often beneficial 
to patients with severe asthma. Too much of the 
effect, however, will increase the asthma and 
do harm. 

After the initial treatment with intravenous 
fluids, the patient will usually be found more 
responsive to epinephrine and/or to aminophy]- 
line. 

Feeding is another important point, for most 
patients are much more comfortable so soon as 
they can take food and drink again. 

Finally, it is important to keep the patient in 
the hospital long enough to re-establish his fairly 
good condition. One should remember that 
asthma is hard work. It is an exhausting disease, 
and the patient in a severe attack “takes a beat- 
ing.” His treatment should include a period of 
rest and rehabilitation before he is discharged. 

When the attack of asthma has been brought 
under control, the cause of trouble can be in- 
vestigated. As in the younger allergic cases, a 
careful history is of utmost importance. This is 
partly to exclude allergy, but more to study 
other possible causes of trouble. In the older 
group, the physical examination is also impor- 
tant—it may be of vital importance. 


“Depletion” 
In previous papers I have described “deple- 


tion” in asthma. By that word I mean that the 
patient has lost strength and resistance in a 
physical sense, or he has lost strength and cour- 
age in an emotional sense. In most of the cases 
he is “depleted” both in his soma and in his 
psyche. Somatic “depletion” includes many con- 
ditions. Malnutrition and anemia have been 
causative in some cases. The previous treatment, 
which included a sharp reduction in the total 
dietary with resulting loss of weight, and per- 
haps with vitamin deficiencies added, has made 
the patient worse in more than one instance. 


When the poor man was told to go and buy him- 
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self a good dinner, his whole outlook on life 
was greatly improved, and his asthma improved. 

Focal infections in teeth, gallbladder, prostate, 
and pelvis have all been recognized as causes of 
asthma; at least the care of these other difficul- 
ties has resulted in a marked improvement in 
the general health and in the asthma. The most 
thorough examination, with attention to all the 
various parts of the patient, is none too good in 
the treatment of this troublesome disease. 

“Depletion” of the soul—“psychic depletion” 
—must also be recognized. The woman who 
wheezed much more on Saturday night did so 
because her husband went out “with the boys” 
on that evening, and came home late and drunk. 
When he was persuaded to believe that his 
habits were bad for his wife, that she worried 
lest some harm would befall him in his intoxi- 
cated condition, he began to mend his ways 
somewhat and her asthma improved. 

Another woman, harassed by a difficult hus- 
band and his mother, had wanted a divorce for 
some time, and when at last the legal process 
was completed she, too, improved greatly. 
Whereas these two were rather striking cases, 
observed in times past, the principle which they 
show has been illustrated by many other cases, 
and there is little doubt that nervous, psychic 
factors—anxiety, frustration, or even simple 
fatigue—play important parts in asthma. At least 
one can say that treatment on this very general 
basis has produced results which demand that 
the theory of psychic “depletion” be given very 
careful consideration. 

Whether nervous effects can act as really pri- 
mary causes of asthma is rather doubtful. In 
most cases the common story is that the attack 
of asthma began with “a cold.” 

Sometimes one finds that the aggravation of 
the last infection was due to the fact that worry 
and anxiety, about business or family, occurred 
at the same time. Emotional factors had made 
the results of the infection much worse. 


Bacterial Allergy 


The theories about bacterial allergy are inter- 
esting. An immense amount of work has been 
done on the problem. To consider that ani- 
mals and man can become hypersensitive to the 
products of bacterial growth is reasonable but, 
unfortunately, it is hard to prove. Each infec- 
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tion is apt to leave its mark upon the individual. 
For example, most adults of middle age will 
show a positive reaction when tuberculin is in- 
jected into their skin. The demonstration is evi- 
dence that at one time or another in the past, 
or possibly in the present, the patient has had, 
or perhaps still has, a focus of tuberculosis. This 
reaction, however, is inflammatory in nature and 
delayed in the time of its appearance. It does not 
come out in fifteen minutes like the reactions to 
ragweed, horse dander, or egg white. It is not 
seen until the next day when the familiar red 
nodule appears. Studies of the bacteria in the 
patient's sputum have been conducted, and tests 
have been made with the whole vaccines, made 
up from the isolated cultures of the different or- 
ganisms found. When these preparations are 
tested by intradermal injections, some of them 
will react on the patient, but then they will re- 
act also on some other persons whether normal 
or asthmatic. The reaction is in no way specific 
or limited to the patient or to his particular or- 
ganism. Suppose that tuberculin itself were 
added to the group of tests made on the pa- 
tient’s arm, and suppose that this tuberculin 
showed a positive reaction—would that show 
that the patient's asthma was due to tuberculosis? 
No, the delayed, inflammatory reaction is not 
good enough. 

More recently Swineford has made careful 
studies of this point. He has shown that tests 
with whole bacteria are not useful. He has 
also been working with the carbohydrate isolated 
from the capsule of the bacterial cell. In 1933, 
Francis showed that in pneumonia, extracts of 
the soluble specific substance—the carbohydrate 
—would produce, under certain special condi- 
tions, reactions of the immediate urticarial type 
quite comparable to those obtained with ragweed 
or egg white. When tested on the patient from 
whom the organism had been isolated, Francis 
found that the test was never positive during 
the acute stage of the disease, but became posi- 
tive later when the infection had subsided, and 
at a time when antibodies against the pneu- 
mococcus could be demonstrated easily in the 
circulating blood. The “Francis test,” therefore, 
is a test for immunity, and also for allergy, and 
then, incidentally, comes the interesting ques- 
tion. If the patient has a positive immediate 
skin test for the pneumococcus carbohydrate, 
and has just been infected with the organism, 
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why does he not develop asthma, or at least hay 
fever? The answer is not too difficult. Asthma 
does not occur except in persons who have a 
peculiar predisposition to the disease, and the 
“Francis test” is another support for the idea. 
Swineford finds that tests with bacterial polysac- 
charides may give immediate skin reactions, but 
even these cannot be correlated with the cause 
of symptoms. He writes, “Skin tests with bac- 
teria have not lessened the problems.” 


Nasal Polyps 


Polyps in the sinuses develop in at least one- 
third of all the patients with intrinsic asthma. 
The figure is so high that one has to think of 
the nasal sinusitis and the polyps as a part of the 
process, and not a cause of it. Much work has 
been done on the relation of the nose to asthma. 
There are some who claim cures following radi- 
cal operation on the nasal sinuses, but there are 
others, including the author, who are very skep- 
tical about the results of nasal operations. They 
have seen far too many patients who present 
themselves with a story of previous operation. 
At first, and for a time, they were better, but 
now they are much worse than before. So far, 
the full significance of nasal polyps is not clear, 
but the working theory is that the process ob- 
served in the nose and sinus membranes is com- 
parable to the process which is presumed to go 
on in the bronchial membranes. The local lesion 
is a part of the process, and not a cause of it. 


Emphysema 


Emphysema (stretching of the lungs) occurs 
with every attack of asthma, to a greater or lesser 
extent. But this secondary emphysema is rever- 
sible, for when the attack subsides, the lungs 
return to their normal size and position. Pri- 
mary emphysema is a disease not infrequent in 
older men who give a story of recurrent bron- 
chitis over a period of time. They notice increas- 
ing shortness of breath, the chest may increase 
in its circumference, and the spinal column is 
sometimes bent forward. As time goes on, im- 
provement between attacks becomes less and less 
noticeable, and finally the disease settles per- 
manently. Primary emphysema is a dreadful af- 
fliction. Fortunately, it is not too common. The 
pathology shows stretching of the alveoli, and 


often rupture of the wall between alveoli, to 
make large, open spaces. The efficiency of the 
lung diminishes, and one finds “pulmonary in- 
sufficiency” in a very real sense. Treatment is 
not easy, and the prognosis is poor. 

Diagnosis of emphysema is not too difficult for 
the dyspnea is closely related to exertion. When 
the patient sits quietly, his breathing may be- 
come quite normal. At night he may be able to 
lie flat and sleep well, in contrast to the bad 
nights of asthma. The slightest exertion, how- 
ever, may set him off. His lungs, as a pair of 
bellows, are no longer adequate for the aeration 


of his blood. 


Tumors and Foreign Bodies 


Tumors and foreign bodies always must be 
considered in the study of asthma, and _par- 
ticularly where the process is of relatively short 
duration. The child who has had bad asthma 
for only a few weeks or months may have a pea- 
nut, or a jackstone, or a button at the bifurcation 
of the trachea. 

In the older person, and again in men more 
than women, cancer of the bronchial wall is be- 
coming more frequent, or at least it is now de- 
scribed more often than it was previously. The 
symptoms of pain and hemorrhage are not nec 
essary for the diagnosis, but x-ray films of the 
chest would usually show evidence of tumor and, 
in a number of reports, routine x-ray studies 
made for some other condition have revealed a 
bronchial tumor which up to that time had 
caused no symptoms at all. It is indeed fortunate 
that in this modern day thoracic surgery had ad- 
vanced so that operations on the lung can be per- 
formed with a risk which is not at all unreason- 
able, considering the results to be gained when 
a tumor recognized early has been found and 
removed. 


Cardiac Asthma 


Cardiac asthma should be mentioned in pass- 
ing, largely for the sake of completeness. It is 
true that certain patients with heart disease will 
wake in the middle of the night gasping for 
breath in an agony of dyspnea, but fortunately 
the cases are not common. It has been suggested 
by more than one that such cases represent an 
unfortunate combination of heart disease with 
intrinsic asthma. The writer is inclined to agree. 
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Theories About Asthma 
In a paper published this year in ].A.M.A., I 


presented a diagram to show the mechanism and 
the relationship of the various allergic diseases. 
First it was necessary that the patient should be 
a predisposed individual, one, who by inheri- 
tance or otherwise, has asthma as his “weak 
spot” in contrast to another who might have 
arthritis, or peptic ulcer as a particular weak 
spot. In such people, the development of allergy 
was only one of four mechanisms by which 
symptoms were produced. Infections and intoxi- 
cations were two others. And finally “depletion” 
was a fourth mechanism through which a com- 
mon denominator—presumably a histamine-like 
substance—was liberated in the body. This de- 
nominator, this “H-Substance,” was then able 
to set off any one of a variety of symptoms— 
sometimes hay fever, sometimes eczema, some- 
times asthma, depending upon still another un- 
known mechanism. 

The diagram is interesting, if only because it 
points to our lack of knowledge concerning the 
mechanism of the diseases. It is, however, of prac- 
tical value in another way for it shows that the 
processes of allergy have various parts, and that, 
in turn, goes with the observation that treatment 
of quite different kinds may be effective—these 
treatments apply to different parts of the mech- 
anism. Thus, for example, the antigen-antibody 
reaction, which is allergy, can be prevented by 
simple elimination of the cat, or of the feather 
pillow, or the egg, or whatever it might be. Or 
perhaps desensitization to the specific substance 
will stop the process. 

In the second stage, the elimination of hista- 
mine can be dealt with, and here the new anti- 
histaminic drugs, which are available in such 
wide variety, become important. They are effec- 
tive in perhaps about one-half the cases, and at 
least in the mild stages of the diseases. Their 
untoward effects—the somnolence, the depres- 
sion, the dizziness, and the digestive upsets—con- 
stitute the chief objection to antihistaminic drugs. 

Finally, the symptoms themselves can be con- 


trolled by epinephrine or ephedrine, and their 
relatives, in the group of adrenergic substances. 
The diagram indicates that it is quite proper, or 
at least not objectionable, to use two or more dif- 
ferent kinds of treatment at the same time, for 
evidently the action of one is quite independent 
of the other. And so it is that combinations of 
an antihistaminic drug with ephedrine, or per- 
haps with aminophylline, may be more effective 
than either one ingredient by itself. 


ACTH and Cortisone 


The new ACTH and Cortisone are quite as 
effective in asthma as they are in arthritis. The 
present reports deal with only a few cases, but 
all of them are optimistic and describe the ex- 
traordinary improvement which develops as soon 
as these new steroid hormones were administered. 

So far we do not know much about the ac- 
tion, but we do know that too much of the drugs 
may lead to disastrous results. Diabetes, Cush- 
ing’s syndrome, acute psychoses, and fevers have 
each and all been reported in certain cases. 
There is no doubt about the tremendous potency 
of the new preparations. Their arrival in our 
medical armamentarium is comparable to the 
arrival of the atomic bomb in the mechanism of 
war. Perhaps it is just as well that the drugs are 
almost impossible to obtain, except by those re- 
search institutes which are thoroughly equipped 
and qualified to study their effects from every 
possible angle. To consider that these new drugs, 
derived from the adrenal cortex, are effective be- 
cause they make up for a deficiency, and that 
the “depletion” of our patients depends upon a 
similar deficiency, is a thought which is quite 
intriguing. There is good hope that in the near 
future we shall know much more about the 
mechanism of those chronic diseases, of which 
asthma and rheumatoid arthritis are the principal 
examples, which are characterized by remissions 


and relapses. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 
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SALT-FREE AND RICE DIETS FOR HYPERTENSION 


KNow ence of the history of medicine often 
saves physicians from repeating much work that 
was done 20 or 30 years before and then found 
to be useless. Many doctors whose hair today is 
gray will remember the great interest that was 
excited between 1905 and 1907 when Ambard, 
Combe, Laufer, Bayer, and others reported that 
hypertension could ‘be helped by a salt-free diet. 
In the next five years most wide-awake physi- 
cians gave the method a good trial, and then 
most of them gave it up in disgust. They and 
their patients decided that the restrictions were 
more nuisance than they were worth. Later, in 
1920, Frederick M. Allen again proposed this 
method of treatment and, again, everyone treated 
hypertensives with a salt-poor diet. Again, after 
a few years, almost everyone lost interest ‘and 
stopped using the method. 

It was all the more surprising, then, when a 
few years ago, excitement flared once more, and 
everyone started using the “new” salt-poor diet. 
Today, the older clinicians who lived through 
two spasms of excitement over this salt-free busi- 
ness are not surprised to find that those who of 
late have been riding the hobby hard are ar- 
riving at the same conclusions that were reached 
around 1912 and 1925. 

The writer can well remember the difficul- 
ties that were met with back in 1910. Then, as 
now, patients rebelled against the unsavory food, 
some became mentally depressed, and eventually 
most of them said they preferred the hyperten- 
sion. Then, as now, when a salt-poor diet did 
not work a miracle for a patient, the enthusiasts 
said that the failure was due purely to the fact 
that the food had not been made salt-free 
enough. Then, as now, some physicians made a 
great effort to secure a diet extremely poor in 
sodium. Then, as now, many physicians decided 
that the results of all this effort were commonly 


nil. To be sure, in some cases the patient's pres- 
sure was lowered, but it was not always clear 
why it had dropped. We physicians have always 
known that a reduction type of diet is likely to 
lower blood pressure. For years also we have 
known that just putting a patient to bed will, in 
many cases, promptly lower the pressure to 
normal. 

What no one has ever had an answer to has 
been the question, “Will a lowering of the blood 
pressure cause the patient to live a longer and 
more comfortable and useful life?” Today all 
sensible physicians realize that they haven't 
found the answer, and that it would take years 
of careful and well-controlled work with com- 
parable groups of treated and untreated persons 
to tell for certain that a strict regimen prolongs 
life. Today, 45 years after Ambard’s proposal to 
use a salt-poor diet for hypertension, many 
writers are still asking if this procedure is worth- 
while, and some are admitting that it usually is 


‘not. Recently some of the surgeons who have 


been performing sympathectomy on hundreds of 
persons with essential hypertension have ad- 
mitted that they do not know if the lowering of 
the pressure lengthens life. 

Perhaps these thoughts and observations will 
stimulate interest in an article published in 
April, 1949, by Schroeder, Futcher, and Gold- 
mann. At Barnes Hospital, in St. Louis, these 
men carefully studied seven patients who were 
given a diet containing unsalted rice, fruit 
juices, and vitamins. Fortunately, the workers 
had the good sense to see first what rest in the 
hospital would do for the patients and their pres- 
sures. Actually, some of those chosen for the 
study had to be dismissed because, with hospital 
rest alone, their pressure dropped to normal! 

While on a rice diet, three of the patients had 
some lowering of blood pressure but the changes 
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were not striking. In the cases of the other four, 
there was practically no drop in the pressure. In- 
terestingly, one patient with an impaired renal 
function developed marked hypochloremia with 
uremia and died! There have been several cases 
reported of late in which the removal of sodium 
chloride from the diet proved disastrous, perhaps 
because of a lack of balance between the sodium 
and the potassium in the blood. 

It is interesting that in the St. Louis experi- 
ence, after the rice diet had been tried, and the 
patients had been put back on a normal diet 
with adequate sodium, their pressure did not 
shoot up again. 

The drops in blood pressure observed in some 
of the patients after the restriction of sodium 
chloride, without a rice diet, were of similar 
magnitude to those observed with the rice. As 
the writers said, “such changes could be due to 
hospitalization without any change in diet.” 

Schroeder, Futcher, and Goldmann concluded 
that “on the basis of this study, a diet of un- 
salted rice, fruit juices, and vitamins is of ques- 
tionable value in the treatment of most patients 
with arterial hypertension. When the disease 
process was advanced, neither salt restriction 
nor the rice diet appeared to be efficacious.” 
They felt that, until the advantages of salt-free 
and rice diet have been definitely proved, less 
rigorous diets might well be used. 

Page and Corcoran, in their fine little book 
on arterial hypertension (1949), remark that al- 
though salt-poor diets have been used for 40 
years, it is only recently that efforts have been 


made to bring the urinary excretion of sodium . 


down to 200 mg. or less in 24 hours. As these 
authors said, it still is questionable whether such 
a rigid restriction works many cures. 

One difficulty has always been that this salt- 
poor diet is so monotonous and tasteless. As Job 
said, “Can that which is unsavory be eaten with- 
out salt?” Some persons refuse to follow such a 
diet, and others follow it only halfheartedly. 
Landowne (1948) found that it is practically im- 
possible for a person who is up and about to 
secure a sodium-poor diet. Sodium is every- 
where. Only in a hospital with a special meta- 
bolic unit, can a real sodium-poor diet be main- 
tained. And back in 1922 Allen and Herrell 
found that unless the regimen was adhered to 
scrupulously and for some time, it had little if 
any value. That means that a halfhearted re- 


striction can serve only as a nuisance. Even the 
strictest diet possible commonly does no good. 
As Page and Corcoran said, while there are scat- 
tered reports of success with this diet, very few 
of them will bear close scrutiny. Landowne 
(1948) has written a splendid historical review 
of the subject with a good bibliography. He 
states that there is logic in taking salt away from 
some patients with edema, but none for taking it 
away from patients with idiopathic hypertension. 

Furthermore, the drastic restriction of sodium 
is not without its dangers. Some years ago, many 
men were emphasizing the fact that in hot 
climates where persons perspire a great deal and 
lose much salt, vascular collapse sometimes fol- 
lows. Because of this, laborers in the desert or 
in hot foundries are often urged to take salt 
tablets with their drinking water. It is dangerous, 
also, to leave a large amount of potassium un- 
balanced in the body, and in some cases this 
has inflicted damage. The efficiency of the kid- 
ney can be greatly reduced, and deaths from a 
sodium-poor diet have been reported. 

As Page and Corcoran said, the rice diet some- 
times seems to work a miracle, but their exper- 
ience with it has not been impressive. Several 
of the patients who started with a reduced renal 
function, while on the diet, suffered serious 
collapse, with a rising blood urea and acidosis. 
Quickly, they had to be given sodium chloride 
again. 

An excellent recent article on salt-poor diets 
is to be found in Postgraduate Medicine for 
March, 1949. There, Page, Corcoran, and 
Taylor reported a number of cases in which the 
subjects had been properly treated and studied. 
The writers remarked first, that among diets 
proposed for the treatment of hypertension are 
(1) a low-calorie diet, which often succeeds 
well; (2) a low-protein diet which hasn’t a good 
background of scientific fact; (3) a low-salt diet; 
(4) the Kempner rice diet, and (5) a low-cho- 
lesterol diet. 

It is possible that a low-cholesterol diet could 
help in cases in which the blood cholesterol is 
high, but still we do not know how often the 
lowering of cholesterol in the diet will lower 
the titer in the blood. We also do not know if 
such lowering will do the patient any good. 

As Page and co-workers said, it is very difficult 
to work out a really sodium-poor diet which is 
either eatable or adequate to maintain a man’s 
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strength while he remains at work. It is obvious, 
then, that the average physician who hasn’t a 
metabolic unit in a big hospital at his disposal, 
and whose patient has neither the money nor 
the time to stay in the hospital for a few months, 
might as well forget the salt-free diet. He will 
do well not even to mention it to his patients. 
Just to tell a man to leave salt out of his food 
as it is cooked and after it arrives on the table is 
not going to do any good, and it certainly will 
make the poor fellow and his wife very un- 
happy. Page and Corcoran say that even in a 
good hospital, every so often a gram or two of 
sodium will show up in the patient’s diet, “and 
the Lord himself will not know whence it came.” 

The authors concluded their study by saying 
that less than | in 5 of the patients with hyper- 
tension who were really deprived of sodium 
were somewhat improved. Many of them, while 
kept on a sodium-poor rice diet, went on down- 
hill just as rapidly as they~had been going be- 
fore. As yet there is no way of telling which 
patient is worth treating strenuously with the 
diet and which is not. This is disappointing, but 
it is the opinion of able men. It is the same 
opinion, also, that was arrived at 40 years ago 
and 30 years ago. 

Another splendid review of diet and hyperten- 
sion is that of Carleton B. Chapman and Thomas 
B. Gibbons in the February, 1950, issue of Medi- 
cine. They concluded that the diets of Allen and 
Kempner will cause a significant decrease in the 
blood pressure of some hypertensive patients, 
but they were sure that a restriction of salt intake 
has not been proved to be effective in reducing 
blood pressure. They felt that the evidence sug- 


gests, but does not prove, that the sodium ion is 
more important than the chioride ion. 

A reduction in the intake of protein has not 
been shown to cause lowering of blood pressure 
in hypertensive patients, and hence physicians 
have no justification for taking meat away from 
their patients. The one thing that can be counted 
on to reduce the blood pressure in the cases of 
stout persons with hypertension is loss of weight. 

One great difficulty in appraising the results 
of any treatment for hypertension is that there 
are the four grades of severity. Another difficulty 
is that in thousands of cases, hypertension, even 
with a systolic pressure of over 200 mg. of mer- 
cury, will produce neither symptoms nor serious 
trouble, and will permit the patient to live com- 
fortably enough for fifteen years or more. This 
is particularly true in the cases of women, but 
even men will occasionally feel perfectly well 
for ten years or more with a systolic pressure 
well over 200 mg. of mercury. 

For years, Doctor Thayer, at the Johns Hop- 
kins University, used to tell his students of his 
constant embarrassment because his next-door 
neighbor with a big hypertension would not die. 
About 1910, when Thayer began to use his first 
Riva-Rocci sphygmomanometer, he* discovered 
that the neighbor had a pressure over 200 mg. 
of mercury. Much alarmed, Thayer suggested 
that the man make his will, quit work, and pre- 
pare for the end! But 25 years passed, and the 
man remained healthy—so healthy that Thayer 
was embarrassed each time he met him as they 
came out of their houses together. Eventually, 
Doctor Thayer died, and his old hypertensive pa- 
tient outlived him! 


Rubberized Porcops “Sgain 


Many a physician can remember his general practitioner father’s forceps which were covered 
with leather so as to make them easier on the baby’s head. Now comes Dr. E. M. Greenberg of 
Beth Israel Hospital in New York, who has rubberized the blades by dipping them into liquid 
latex. This sounds like a good idea. 
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THERAPEUTIC HINTS 


Topectomy 


RECENTLY a number of nerve surgeons have 
been trying to find a substitute for prefrontal 
lobotomy which will have its good effects with- 
out its bad ones. 

Recently, J. L. Pool and his colleagues (1949) 
reported having removed a small amount of cor- 
tex on both sides in the front of the brain in 
which are called Brodmann’s areas 9 and 10. 
They reported 95 such operations without a 
death. Their impression is that the patient who 
has been subjected to topectomy is not likely to 
be so depressed and so mixed up as is the pa- 
tient who has had a lobotomy. 

But even the topectomized patient is likely 
for awhile to display hostility and resentment. 
There may be also an incontinence of urine, 
perhaps in one-third of the cases, but this lasts 
usually only during the hospital stay. As in cases 
of prefrontal lobotomy, a certain number of pa- 
tients, in this group 10 per cent, for a time were 
subject to convulsions. As with lobotomy, the 
operation is followed by changes in the emo- 
tional responses of the patient. Strong emotion, 
such as rage or fear or joy, are still felt, but they 
do not upset the patient so much. 

The poorest results of this operation were seen 
in the schizophrenic patients. A few neurotic 
patients with compulsive obsessions responded 
well. Interestingly, the operation, by removing 
the influence of painful emotion on the de- 
pressed patient allows him to go back to much 
of his previous way of existence. Unfortunately, 
the patients still need a good deal of psychiatric 
treatment after the operation. 

Topectomy was performed by J. L. Bean and 
J. Gaches (1949) in 25 cases of intractable pain. 
They had five deaths and four failures. 


Calciferol for Cutaneous Tuberculosis 


Accorpinc to H. E. Michelson and J. R. 
Haserick (1948) Calciferol is decidedly helpful 
in the treatment of tuberculosis of the skin, and 
especially lupus vulgaris. It is well not to give 
the drug to persons with marked arteriosclerosis 


or impaired renal function. The earlier signs of 
toxicity are nausea, loss of appetite, and head- 
ache. In quite a few cases the giving of the drug 
had to be stopped because of by-reactions. Per- 
haps streptomycin could be given along with 
the Calciferol. 


Neomycin 


In 1949, S. A. Waksman, D. Hutchinson, and 
E. Katz stated that they had abandoned Grisein 
and Streptothricin as not good enough in tuber- 
culosis. They were finding neomycin very effec- 
tive against the Mycobacteria of tuberculosis. 

Doctor Waksman and his associates reported 
work on still crude neomycin which showed that 
in mice it is highly effective against Staphylo- 
coccus aureus and also against Salmonella 
schottmuelleri. It is more effective than strepto- 
mycin against Eberthella typhosa. 


Itching Helped by Adenylic Acid 


Accorp1Nc to.Science News Letter for May 20, 
1950, the terrible itching of Hodgkin's disease 
will yield to the giving of adenylic acid. This is 
a breakdown product of cell chemistry, and it is 
a part of the vitamin-B complex. Other parts of 
this complex are now being tried to see if they 
will have an effect in relieving certain forms of 
itching. 


New Rabies Vaccine 


Accorpinc to Drs. Herald R. Cox and Hilary 
Koprowski of the Lederle Laboratories, a new 
and better vaccine has now been made from a 
live rabies virus modified by growth in chick 
embryos. An advantage of the new vaccine is 
that it is free from mammalian brain or spinal 
cord tissue. The vaccines made in the old way 
from brain or spinal cord tissue were to some 
extent dangerous because occasionally they pro- 
duced a severe paralysis. So far, in over 10,000 
dogs vaccinated, no paralysis has followed. An- 
other advantage of the new vaccine is the high 
degree of immunity which results. 
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Lung Cancer in Smokers 


For LONG many clinicians have been alarmed 
over the big increase in the incidence of cancer 
of the lung, and they have wondered if this 
might be due to the great increase in smoking. 
E. L. Wynder and Evarts A. Graham reported 
(J.A.M.A., May 27, 1950) a study of 684 cases 
of cancer of the lung. They concluded that such 
cancers occur more than twice as frequently 
among those who have smoked cigarettes for 25 
years as among other smokers or nonsmokers 
of comparable age. The pipe smokers apparently 
are about as susceptible to lung cancer as they 
are to lip cancers. This conclusion was reached 
by Drs. Morton L. Levin, Hyman Goldstein, 
and Paul R. Gerhardt of the New York State 
Department of Health. 

Smoking cannot be the only factor in caus- 
ing lung cancer, because the disease does not 
develop in every heavy smoker, and a certain 
percentage of cases occur in persons who do 
not smoke, or who smoke very little. There must 
be some other factor. 

Some 96.1 per cent of the smokers with lung 
cancer had smoked for over 20 years. The evi- 
dence indicates that a man can stop his heavy 
smoking and 10 years or so later he can get a 
cancer of the lung. 


Treatment of the Crushed Chest 


Accorpinc to Frank and Custis Coleman 
(Surg., Gynec. & Obst., February, 1950), the 
treatment of multiple rib fractures, perhaps with 
destruction of part of the chest wall, should be- 
gin with insertion of a catheter through the nose 
and down into the trachea with aspiration of 
blood and mucus. This will relieve cyanosis 
and some of the respiratory difficulty and rest- 
lessness. Second, one can inject a solution of 
Novocain above and below each rib so as to 
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block the intercostal nerves and relieve much 
pain. The patient can then breathe more easily. 
Third, one must look for air or blood in the 
pleural cavities or in the pericardium, and if one 
finds them one must aspirate with a large needle. 

If the chest is not stable enough to insure 
normal respiration, it may be necessary to wire 
together the ends of each broken rib so as to 
avoid paradoxical chest movements. 


Substitutes for Cortisone 


E. C. Kenna t, the discoverer of Cortisone, said 
that of late many attempts have been made to 
find other compounds more simple in chemical 
structure and easier to manufacture which might 
act like Cortisone in the treatment of rheuma- 
toid arthritis (Science, April 28, 1950). At the 
Mayo Clinic, all these various compounds have 
been tested on patients with rheumatoid arthritis 
and not one of them has produced the typical 
and invariable effects of Cortisone. 


Sodium Propionate Cures Conjunctivitis 


A CHEMICAL which was used originally to check 
the growth of mold in bread and cake is now 
proving remarkably helpful in the treatment of 
eye infections. Dr. F. H. Theodore of the Mount 
Sinai Hospital and the Manhattan Eye, Ear and 
Throat Hospital reported (J.A.M.A., May 20, 
1950) splendid results with sodium propionate. 
It is a salt related to the fatty acids which are 
found in human perspiration. It stops the growth 
of staphylococci and other common causes of eye 
infection. 

Theodore used it in some 1,200 cases of con- 
junctivitis, blepharitis, and keratitis and found 
the results good. The drug has the big advan- 
tages of being inexpensive, stable, amd not likely 
to cause allergic reactions. Unfortunately, the 
antibiotics have occasionally caused very severe 
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reactions in the eye. We heard of a case in 
which after the corneas were sensitized to peni- 
cillin by local application for styes, an injection 
of the drug for another illness caused both eyes 
to slough. 


Headache Due to Arteritis 


F. Kayror described again (Monatschr. f. 
Psychiat. u. Neurol., Basel, July, 1949) a type of 
headache which was noted some years ago at the 
Mayo Clinic. It appears to be due to disease in 
a superficial branch of the temporal artery. The 
intravenous injection of 0.05 or 0.1 mg. of his- 
tamine will often provoke a headache, and in- 
filtration of the tender area in the temple with 
a solution of procaine may stop the pain. 

If the physician can be sure that the head- 
ache is due to disease in the blood vessel, this 
artery can be excised with some prospect of im- 
provement. Unfortunately, some of the patients 
on whom Kajtor operated did not get benefit. 
Perhaps the diagnosis was wrong. 


How Aureomycin Works 


W. F. Loomis reported (Science, April 28, 
1950) that aureomycin specifically depresses 
phosphorylation without inhibiting respiration. 
In this action, aureomycin resembles dinitro- 
phenol and other substituted phenols, as well as 
Atabrine, gramicidin, azide, and methylene blue. 
Penicillin, chloromycetin, and sulfadiazine were 
inactive when tested. 

As many physicians know, phosphorylation is 
one of the most important steps in the chemistry 
of respiration in tissues. 


Osteomyelitis and Penicillin 


L. G. Howarp, et al (Arch. Surg., Jan., 1950), 
reported that it is unwise to depend only on 
penicillin and to close the incision after oper- 
ating for osteomyelitis. In 32 out of 55 cases, 
the patient appeared to do well at first but later 
relapsed and had an unsatisfactory result. 
Methylene blue was injected into the sinuses 
in order that they be excised more completely. 
The wound was irrigated with sodium chloride 
solution, and a suction apparatus was utilized 
to remove this fluid and all the bone sand. 


Catheters were inserted into the deeper portions 
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of the cavity. They were not for drainage but 
for the injection of penicillin. The wound was 
closed and a sterile dressing was applied. Peni- 
cillin was then given continuously, to some by 
mouth and to some by injection through the 
catheters. Through the catheters, from 25,000 
to 50,000 units of penicillin were given imme- 
diately. This dosage was repeated two or three 
times daily for 10 to 14 days. With this tech- 
nique good results were practically always ob- 
tained. 

In another paper on the same subject and in 
the same journal, W. S. Smith and J. B. Ganey 
reported that the results with streptomycin were 
not as good as those with penicillin. 


Using Tampon to Locate Bleeding 


OFTENTIMES a woman is not sure where a little 
blood has come from. It may be from the vagina or 
the bladder or the rectum. A. I. Rubin has sug- 
gested (Urol. & Cutan. Rev., March, 1948) 
that the woman wear for awhile a cotton tampon 
in the vagina. If no blood then is found on the 
tampon, one must conclude that the bleeding 
has probably come from the bladder, and then 
a cystoscopic examination should be performed. 
A sigmoidoscopic examination should also be 
carried out. 

The physician must always remember that 
even if the patient has hemorrhoids, he or she 
may also have a carcinoma up in the rectum. 


Nisulfazole in Ulcerative Colitis 


C. B. Witts (Rocky Mountain M. J., 1949) 
reported good results with Nisulfazole in con- 
trolling the active stages of chronic ulcerative 
colitis. He did not look upon it as a cure, but he 
said it had been a great help. Those patients, 
however, who had marked involvement of the 
entire colon, together with severe damage and 
polypoid hyperplasia, failed to show improve- 
ment. 

In these cases the drug was instilled into the 
rectum. It is supplied in two forms, tablets of 
0.3 Gm. with 50 mg. of ascorbic acid, for oral 
administration, and a 10 per cent suspension in 
pectin for rectal instillation. The drug inhibits 
the growth of a number of pathogenic organisms 
which grow in the bowel. 
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Premenstrual Intoxication 


Accorpinc to E. J. Stieglitz and S. T. Kimble 
(Am. J. M. Sc., Dec., 1949), those women whom 
one often sees with some edema of the legs dur- 
ing menstruation can be helped by being given 
enough enteric coated pills of ammonium nitrate 
to make up 1.0 Gm., 3 times a day for approxi- 
mately 10 days before the period. 

Diuretics were not usually effective, as most 
physicians know. The authors allowed a liberal 
fluid intake, although this has been thought at 
times to cause the edemas of women, especially 
in summer. Ammonium nitrate was used instead 
of the chloride because it apparently has a 
greater diuretic efficiency. 


Colitis Helped by Chloromycetin 


Accorpinc to Z. T. Bercovitz of New York 
(Science News Letter, May 20, 1950), chloro- 
mycetin had been very helpful in a number of 
cases of ulcerative colitis. In some cases‘ there 
appeared to have been good healing. In other 
cases there have been relapses but they have not 
been severe. 


New Treatment for 


Ir Is REPORTED in Science News Letter for May 
6, 1950, that Dr. David Lehr and colleagues 
have found that a mixture of equal amounts of 
sulfadiazine, sulfamerazine, and sulfacetimide 
given every day for a week cured 20 out of 24 
children suffering from dysentery. Sulfadiazine 
alone cured only 11 of 27 children and phthalyl- 
sulfacetimide cured 11 of 28. The mixture of 
drugs worked best. 


New Sugar Substitute 


Many PERSONS use saccharin but many don’t 
like it because it leaves a bitter taste. 

Now it is reported (Science News Letter, 
June 3, 1950) that the Abbott Laboratories are 
putting out a new sugar substitute called Sucaryl 
which has no bitter after-taste. It is so stable that 
it can be used in cooking or baking or canning. 
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In this regard it is better than saccharin. The 
new chemical will soon be available in drug 
stores without prescription. The manufacturer 
advises that no more than 8 tablets be used each 
day. It may be hurtful if the patient has a severe 
kidney trouble. 

The drug was discovered accidentally by Dr. 
Michael Sveda. While working with it, he got 
a little on his cigarette and thus found that it 
was very sweet. 


Terramycin and Venereal Disease 


F. D. Henpricxs and colleagues reported 
(J.A.M.A., May 6, 1950) that healing of the 
lesions of syphilis and granuloma inguinale oc- 
curs promptly with terramycin hydrochloride, 
given by mouth in doses of 60 mg. per kilogram 
of body weight per day. 

Other men reported that the drug is useful 
for pneumococcic pneumonias, urinary tract in- 
fections due to Escherichia coli and Aerobacter 
aerogenes, whooping cough, bacteremia due to 
Salmonella choleraesuis var., and lung abscesses 
with mixed bacterial infections. These authors 
gave usually 750 mg. of the drug by mouth. Ap- 
parently then, the drug is a useful addition to 
the list of antibiotics. It occasionally produces 
severe gastrointestinal distress, including diarrhea. 


Priscoline for Vasospasm 


Accorp1nc to John B. Lagen (Am. Pract., Jan., 


1950), priscoline works well in vasospasm. He 


feels that it is the treatment of choice in cases 
of Raynaud’s disease, and that it can be tried 
when there is narrowing of the arteries of the 
legs. 

Lagen used tablets containing 0.025 Gm. or 
¥% gr. each. The instructions were to take one 
tablet after each breakfast and supper for three 
days; then one tablet after each meal for the 
next four days; the second week one tablet after 
each meal and at bedtime. The patient should 
be checked in two weeks. If his response is good, 
he may take 5 tablets a day for a week, and later 
perhaps 6 a day. Occasionally, he can take 8 
tablets daily, 2 after each meal and 2 at bedtime. 
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What Others Are Saying ... 


In Minnesota Medicine for May, 1950, M. M. 
Weaver and Harold S. Diehl reported the re- 
sults of a study they made in which they asked 
the students in the different classes what their 
plans for the future were, what they would like 
to do, and how much money they hoped to make. 

Almost without exception, the students hoped 
to be able to get an extended period of hospital 
training after their internship. Apparently they 
all realized the tremendous value of such grad- 
uate training. Partly because of these desires ex- 
pressed to the professors, there has now been 
established at the University of Minnesota a two- 


I am now of the opinion that teaching privi- 
leges should be given those general practitioners 
who can qualify in some special field and there 
are many who have, by work and study, become 
experts in various fields though not limited to 
any specialty. 

For the good of the public, the profession and 
the hospitals, the so-called “Closed Staff” should 
be relegated to the oblivion to which it belongs 
as far as the voluntary hospitals are concerned. 
If the general practitioner cares for 80 per cent 
of the sick, he is entitled to care for his patient 
in the hospital and seek consultation and help 
when he deems the same necessary. It also fol- 
lows that if hospitals are to maintain teaching 
and special facilities that these should be avail- 
able to the great majority of doctors, the heroes 
of general practice, and be not confined to in- 
terns or residents. 

Those of us interested in doctor-hospital re- 
lationship must give earnest thought to the re- 
lationship of the general practitioner to the hos- 
pital. We must, of course, have a reasonable 
quota of specialists and consultants. I am sure, 
however, that the man or woman in general 
practice will be among the first to demand mini- 
mum requirements in the general practice field, 
which is the aim of the American Academy of 
General Practice. This group is demanding a cer- 
tain number of postgraduate hours each year for 
the maintenance of membership in the organiza- 
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year internship in preparation for general practice. 

Interestingly, the largest group of students 
hoped to practice in a small clinic. By far the 
largest number of them wanted to pass some 
specialty board and get a certificate. Most of 
them hoped to make between $5,000 and $10,000 
a year. Quite a few of the students wanted to 
practice in cities with between 5,000 and 50,000 
inhabitants. 

Freshmen and seniors, incidentally, had about 
the same aspirations. This suggested that the 
students were not much influenced in their de- 
cisions by contacts with professors. 


tion. If this requirement is rigidly enforced, the 
Academy of General Practice will become a 
virile organization in the medical field and if it 
is neglected, the Academy will eventually “die 
on the vine,” as progress in the field of general 
practice is the main reason for its existence. 

It should be our aim and purpose not to ex- 
clude but to include in hospital staff organiza- 
tion those in nonspecialized fields. They can 
gain not only greater standing by such affilia- 
tion but greater knowledge and the specialty 
groups, by contact with the general practice 
field, can develop broader horizons and appre- 
ciation of general medical problems. 

The real improvement, however, will be to the 
patients who will find available good medical 
service conveyed to them by men and women in 
whom they have great confidence, the result of 
intimate contact. The great problem of medical 
cost will be partially resolved by more general 
and less specialized advice. Much useless ex- 
penditure will be prevented when the public 
learns that the medical thinking of our grand- 
fathers was correct. Their first haven was the 
family doctor. Those who wander here and 
there, choosing first one specialist and then an- 
other upon the advice of friends and acquaint- 
ances, never accomplish much from a health 
standpoint in the final analysis.—E. J. McCor- 
mick, M.D.; Trustee, A.M.A., in Ohio State 
Medical Journal, January, 1950. 
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Thymectomy for Myasthenia Gravis 


Q. | have a patient with myasthenia gravis. What 
chance has he of getting relief after a thymectomy? 


A. At the Mayo Clinic, the results of thymec- 
tomy for the cure of myasthenia gravis have 
been disappointing in many cases. However, 
Doctor Clagett continues to operate whenever 
the roentgenogram of the chest shows a sus- 
picious shadow suggesting an enlarged thymus 
gland. He does this not only because he may re- 
lieve the myasthenia gravis, but because he may 
save the patient from dying later from cancer of 
the enlarged gland. 

In England, G. Keynes (1949) had much 
more encouraging results. In his hospital, 155 
patients with myasthenia gravis had the thymus 
removed in spite of the fact that in only 18 was 
a tumor demonstrated. Ten patients died post- 
operatively. According to Keynes, of the 120 
persons who had no tumors, and survived the 
operation, and could be followed, 79 showed 
complete or fairly complete recovery. In view of 
the often negative results at the Mayo Clinic, 
this report is surprising. 


Penicillin for Tabetics 


Q. | have a poor man of 52 who for years has been 
suffering from the lightning pains of tabes. Occa- 


sionally he has a gastric crisis. Is there any new 
help for him? 


A. The new treatment with penicillin ap- 
pears to be the best available. Obviously no drug 
is ever going to restore functions which were 
lost because of destruction of nerves and nerve 
tracts, and no drug can ever be expected to re- 
lieve the pains spectacularly. 

In a recent article, H. Koteen (July, 1949) 
reported observations on 49 cases in which the 
patient was treated with penicillin. The patients 
who had suffered for less than two years re- 
ceived the most benefit. 
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Patients who had responded poorly to other 
forms of treatment generally responded poorly 
to penicillin, and patients who responded poorly 
to penicillin generally did poorly on fever treat- 
ments. 

The use of tryparsamide should be abandoned 
because it does not appear to be of much use, 
and it can injure the eyes. 

The one hope for some tabetics is that with 
time their pains and crises will go away. 

H. Packer and Y. F. Wong (1949), after 
treating 30 tabetics, reported that in most cases 
penicillin appeared to be the best drug to use. 
In rapidly progressive cases, one can use malaria 
in addition. 

In cases of nervous syphilis, A. C. Curtis, W. 
T. Kruse, and D. H. Norton (1949) found that 
penicillin alone works as well as does penicillin 
plus malaria. J. H. Stokes, M. S. Falk, and G. 
D. Gammon, et al (1949) also found penicillin 
alone excellent. They use 10,000,000 units, giv- 
ing the drug every two hours day and night. 

They found that even small doses sometimes 

give much relief from the pains of tabes. 
- Paul A. O’Leary (1949) reported that, aureo- 
mycin is wonderfully helpful in the quick treat- 
ment of syphilis. The drug was given orally in 
doses of 4 Gm. a day for a total dosage of from 
44 to 90 Gm. Gummatous lesions cleared up in 
a matter of hours. 

The treatment is less time-consuming for the 
patient, and the only unpleasant reactions are 
occasional nausea, vomiting, or diarrhea. 


Treatment for Enlarged Prostate 


Q. What appears today to be the best treatment for 
enlargement of the prostate gland? 


A. Today by all odds the best operation is the 
one of transurethral resection. Experts in this 
field practically never do the old dangerous and 
bloody operations any more. In expert hands the 
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new operation has practically no mortality. In 
order to die, a patient would have to have a 
coronary thrombosis or a stroke. For awhile some 
surgeons objected to the operation, claiming that 
some patients had to come back again for an- 
other reaming out, but the answer to this ob- 
jection was that it would be far better to have 
three transurethral resections in a row than one 
big, old-fashioned operation with its big mor- 
tality risk. 


On the Menopause 


Q. Is there any objection to giving testosterone to 
women for the relief of premenstrual tension and 
hot flushes of the menopause? It appears to be more 
effective in these cases than is some estrogen such 
as theelin or stilbestrol. 


A. Testosterone can be effective but it can 
bring hair on the face and other signs of viril- 
ism. Most women would prefer not to take it. 
They should know what they are taking and 
they should know the risk; otherwise they may 
sue if things go wrong. 


Q. Is estrogenic substance likely to produce cancer? 
Some of my women patients with terrible flushing 
are afraid to take it during the menopause. 


A. There is no conclusive proof that when 
used in ordinary doses estrogens are likely to 
produce cancer. Work done years ago with small 
animals indicated that large doses of estrogens 
given for a large part of the small animal's life 
could favor the production of cancer. The situa- 
tion is very different in women because they 
take small doses over only a small portion of 
their lifetime. Practically, we know of no evi- 
dence to show that cancer is more frequent in 
women who take estrogens. 


DPDrinted Questionnaire few History Taking 


Q. Why doesn’t stilbestrol always relieve the de- 
pression that comes in some cases of the menopause? 


A. Stilbestrol does not help in many cases be- 
cause the depression is not produced by any fail- 
ure in glandular secretion. In many cases of 
menopausal depression, if one talks to the family 
awhile, one will learn that the patient always 
had a tendency to be psychopathic or perhaps 
mildly manic-depressive. The woman may have 
always been moody at times, or rigid in her ways, 
or difficult tc handle. The menopause then just 
brings out a tendency which was there for all 
of the patient's life. In many cases it was in- 
herited from ancestors who were manic-depres- 
sive. Obviously, estrogens cannot be expected to 
cure this tendency. In cases of definite depres- 
sion, electroshock treatment is the thing to try. 


Testosterone for Impotence? 


Q. Is testosterone of any value in cases of impo- 
tence, and will its administration cause cancer of 
the prostate gland? 


A. In most cases of impotence, testosterone is 
not of much value. It is most likely to be of 
value in those few cases in which the patient 
is eunuchoid, and without sufficient testicular 
substance. He may have had mumps and now 
his testicles are the size of lima beans. He does 
not shave and his voice is high. 

Most men who complain of impotence have 
normal testicles and normal testicular secretion. 
The trouble with them then is likely to be all 
mental. Sometimes the first box of testosterone 
tablets will seem to help, but then the second 
one does not. 

There is no reason for fearing that testoste- 
rone will produce cancer of the prostate gland. 


In THE Army and in many busy clinics an effort has been made quickly to learn much of what 
is needed to be known about patients and especially about their tendency to neurosis, with the 
help of a questionnaire. Some of these questionnaires have been worked out with much care to 
see which questions are important and which bring out the most information. Doubtless still more 


work will have to be done on them. 


Doubtless if many physicians would use these questionnaires, they would find them helpful. 
They could be useful in quickly picking out the patient who is highly neurotic or headed for 


a psychosis. 
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GENERAL PRACTICE 


BY VICTOR RUSSELL, M. D. 


THE POSITION OF MEDICINE in Britain today 
needs to be considered against a background of 
National Health Insurance that had been estab- 
lished since Lloyd George introduced his scheme 
in 1912. The National Health Insurance Bill at 
that time met with considerable opposition from 
the medical profession, partly on the ground of 
insufhcient remuneration, but largely because 
the deadly hand of State Control was feared 
even then. 

Substantial concessions were gained, however, 
and when it was recognized that there was to 
be no real threat to private practice, and that the 
new National Health Insurance Service would 
mean the end of the cheap, contributory work- 
men’s medical clubs throughout the country— 
some fairly good, some shockingly bad—opposi- 
tion ceased. 

How did N.H.I. fare during the 36 years of 
its existence? There can be no doubt that it 
filled a need among the lower paid classes of the 
community, but there can also be no doubt, that 
from its inception it was very largely subsidized 
by private practice, and the rate of the capita- 
tion fee—especially in view of the rapidly in- 
creasing number of the items of service de- 
manded—was never thought to be adequate by 
the profession. Although the cost of living more 
than doubled from 1912 to 1942, that fee was 
only minutely increased. ; 

A body called the Insurance Acts Committee 
was formed under the aegis of the British Medi- 
cal Association to look after the interests of in- 
surance practitioners. During its existence it was 
involved in continuous controversy with the 
Minister of Health over remuneration, terms, 


IN ENGLAND TODAY 


and conditions of service, and although small 
concessions were, with difficulty, gained, they 
were conceded grudgingly. As a result the rela- 
tions between the I.A.C. and the Ministry were 
never harmonious, and a spirit of antagonism 
grew up, coupled, on the doctors’ side, with a 
feeling of profound distrust and bitterness. 

How about the patients? On the whole, it 
was a good scheme for them, and, particularly 
where a doctor's panel was coupled with a large 
private practice, treatment was good and ade- 
quate. There were many areas, of course, in 
which private practice was almost nonexistent. 
Here the practitioners had to take on large lists 
in order to live, and the standard of practice, in 
some instances, was bad and hurried, though 
most men, to their honor, gave the very best 
that was in them so far as was possible. 


The g.p.’‘s waiting room is crowded for he must 
take more patients than he can properly attend. 
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Existing side-by-side with private practice, in- 
vidious comparisons were inevitable, and among 
certain sections of the community, insurance 
practice began to have a poor reputation, and it 
was said that N.H.I. patients were not as well 
treated as were private patients. The criticism 
may have been justified in some instances, but 
on the whole, panel patients got good service, 
they were considered as friends as well as pa- 
tients, and the treatment afforded them was the 
same as that afforded to the private patients; it 
had to be if pride in one’s art was to be justified. 

A lot of this unfavorable comparison arose 
from two causes. One was that many doctors 
had separate waiting rooms for their panel and 
private patients, or gave their private patients 
appointments, whereas panel patients had to 
wait their turn. The second was that between 
the two wars the socialists spread the doctrine 
of “Class War,” with the result that those who 
considered themselves the underdogs or who 
styled themselves “the workers,” bitterly envied 
those people who could afford, or preferred, to 
pay for personal services, and resented it as 
though these services were obtained at their ex- 
pense. Unhappily, to many people it represented 
an attitude of “If I can’t afford to have what 
you have, then you shall not have anything bet- 
ter than I have”—the urge to level down rather 
than level up. 

By 1939 it was common to hear bitter com- 
plaints about the standard of treatment given in 
panel practice. The criticism stemmed mainly 
from that section of insured patients conditioned 
by their leaders to envy the “rich” who paid for 


their treatment, and so, according to them, re- 


ceived preference because of financial status. 

Actually at that time the insured patient was 
very well looked after, and it was, in the main, 
untrue to say that people were unable to get 
necessary medical treatment because they were 
poor. The major health calamities were very 
adequately taken care of in the municipal hos. 
pitals and the great voluntary hospitals where 
the greatest figures in medicine and surgery gave 
their services without stint, free of charge. And, 
indeed, it was deemed a mark of distinction to 
be a member of the “Honorary Staff’ of any 
hospital, for only the best exponents of their art 
were so appointed. 

At the same time, however, various needs, 
difficulties, and anomalies were becoming more 
and more apparent, and it was obvious that 
something would soon have to be done to reform 
the medical services of the country. Most of the 
voluntary hospitals were deeply in debt, and 
very many had big rebuilding and re-equipment 
program problems, and with the gradual extinc- 
tion of a wealthy class, with high ideals of pub- 
lic service, it became a problem to find the 
money that was so badly needed. The “Penny 
in the Pound” scheme was launched, various 
hospital contributory schemes were formed, and 
hospitals began to charge inpatients something 
for their maintenance according to their means. 

The wives and children of insured patients 
were not covered by the N.H.I. panel system 
and had to get their general medical treatment 
privately, though they could obtain their major 
treatment free through muncipal hospitals, or 
at voluntary hospitals through the contributory 
schemes. 


Patients wait in a queve in a dispensary to make an appointment for treatment. 
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Victor Russell, M.D., who prepared this article especially for GP, at the request of 
Dr. U. R. Bryner, is a general practitioner living in Wolverhampton, Staffordshire, 
England, where he is chairman of the local medical committee. An outspoken oppo- 
nent of domination of the individual by the state, he has been a member of the 
Executive Committee of Lord Horder’s Fellowship for Freedom in Medicine since 
its inception. Doctor Russell is a graduate of the Medical School of Liverpool Uni- 
versity. He served as a combat officer in World War I and as a regimental medical 
officer in World War II, taking part in the Dunkirk evacuation. 


The B.M.A. Was Not Inactive 


The B.M.A., aware of all these problems, had 
framed various desirable reforms (e.g., “A Gen- 
eral Medical Service for the Nation, 1938” etc.) 
and had, for many years, pressed these upon 
the notice of successive Ministers of Health, 
none of whom gave any sign of interest. When 
war burst upon us it was obvious that reforms 
would have to wait till peace returned, but in 
1942 the Medical Planning Commission (a 
purely medical body) issued an interim report 
which greatly interested medical men, but 
stirred the Government not at all. In brief, it 
proposed : 

1. The financing of hospitals by the State, 
and their organization over natural hospital areas 
centered on universities. 

2. The extension of N.H.I benefit to wives, 
children, and other dependents of insured pa- 
tients and all of like status, these benefits to be 
extended to include specialist and consultant 
services (domiciliary where necessary), diagnos- 
tic and pathologic facilities, physiotherapy, etc. 

3. The right to “contract out” to be estab- 
lished. 

4. The encouragement of group practice by 
the setting up of experimental Health Centers in 
which groups of doctors should work together. 

5. A joint Advisory Body, or Health Council 
(with freely elected medical members) to be set 
up to advise the Minister of Health, and to study 
ways and means of improving and adding to the 
service as time went on. 

6. The integration of medical services. 

7. The suggested reforms to be introduced by 
stages, according to the means and personnel 
available, hospital reorganization to be first on 
the agenda. 

8. It pointed out that better national health 
was dependent on (a) Better food, (b) Better 
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housing and sanitation and, (c) Better condi- 
tions of work and recreation. 

About the same time, Sir W. Beveridge, an 
eminent economist and Oxford don, was work- 
ing on similar problems, and some six months 
later produced his now famous Beveridge Re- 
port containing Assumption “B” which envis- 
aged a free medical service for 100 per cent of 
the population, contemplated abolition of pri- 
vate practice, and offered astounding monetary 
and medical benefits, all to be dependent on a 
policy of “full employment.” So dependent, in 
fact, that it became a statutory obligation upon 
every person engaged “in gainful occupation for 
the good of the State” to maintain himself in a 
condition of “positive health” (whatever that 
meant) under threat of penalty. The doctors 
were to be conscripted into a full-time salaried 
service, and were to be under discipline and lay- 
control. 

It might be said to be the first blueprint of the 
Welfare State, and met with such widespread 
public interest that at once every political party 
proclaimed from the housetops that the reform 
of the medical services had been its care for 
years and now was a chief plank in its plat- 
form, though the other suggestions in the report 
would have to wait. The odd thing is that many 
of the best items in Assumption “B” might have 
been culled from the B.M.A.’s disregarded “A 
General Medical Service for the Nation,” and 
from the interim report of the Medical Planning 
Commission! 

In 1943, the Government accepted Assump- 
tion “B,” and in 1944 issued, in a White Paper, 
proposals for a National Health Service, free 
to all, to cost about £132 million yearly. A 
B.M.A. Negotiating Committee was formed to 
discuss with the Government the framing of a 
N.HLS. Act, for there were many things in the 
White Paper (such as local authority control of 
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Aneurin Bevan, Minister of Health, who 
turned British doctors into civil servants. 


doctors, etc.) to which none of us could agree. 
By July, 1945 they were within a few days of 
agreement with the then Minister of Health, 
Mr. Willink, when the Coalition Government 
fell, and the Socialists were returned to power 
with a huge majority. 

The new Health Minister, Mr. Bevan, in 
1946 introduced his N.H.S. Bill, which nation- 
alized the hospitals, turned the doctors into civil 
servants, and introduced the principle of com- 
pulsion backed by severe penalties. He had no 
great love for the medical profession and soon 
made this fact obvious. He was so brusque, dic- 
tatorial, and arbitrary in his methods that the 
next three years were a time of struggle and 
steadily increasing bitterness which culminated, 
under the leadership of Dr. Guy Dain, in a 90 
per cent vote by the profession in February, 
1948, against participation in the service in its 
proposed form. 

This caused Mr. Bevan to adopt a rather more 
conciliatory attitude, and certain apparent con- 
cessions were offered which appeared to confuse 
our leaders so much that they wavered in their 
stand, gave a hesitant and weak lead, and with 
little notice called for a second plebiscite in 
which 64 per cent of the doctors still voted 
against entering the service. 

In spite of this, at a special meeting in May, 
1948, our leaders worked hard to persuade us 
to enter the service on the Minister’s promise 
that our objections would be met by clauses in 


an Amending Bill to be introduced during that 


session of Parliament. Foolishly, as it turned out, 
we agreed under protest, feeling that our leaders 
had failed us—and what has been the result? 

Once we were in the trap, the velvet glove 
was stripped from the iron hand, the various 
sections of the profession were split and sepa. 
rated one from another, and fair promises were 
never honored. The Amending Bill did not ap- 
pear on the Statute Book until the end of 1949, 
and then it was a travesty of what we had been 
led to expect. 


What Has Happened to the G.P.? 


What is the position of the general practi- 
tioner now? He is forced, if he is to live, to take 
on more patients that he can properly attend, 
with a consequent increasing burden of over- 
work, and a deterioration in the quality of his 
treatment. He is divorced from the hospitals and 
nursing homes in which he used to work, as, 
under certain sections of the Act, he is no 
longer allowed to treat patients there, He is del- 
uged with a never-ending spate of statutory in- 
struments and orders with all of which he is 
supposed to make himself familiar, and a large 
part of his available time is occupied in form- 
filling. He is separated, as never before, from 
his consultant colleagues, who, of course, no 
longer depend on his good opinion of their abil- 
ity for their prosperity. He is humiliated and 
snubbed in a score of petty ways, and is set up 
as a target for spiteful or disgruntled patients to 
snipe at. He has no redress; he cannot even ap- 
peal to the courts against a Ministerial decision 
which may mean his professional and material 
ruin. 

The average general practitioner today is filled 
with a feeling of frustration and bitterness as he 
sees himself being degraded to a position little 
better than that of a sorting clerk, and his work 
suffers in consequence. Some stil] struggle to live 
up to the ideals with which they left medical 
school; many more, alas, have become cynical 
and say in effect, “What the hell! If this is the 
sort of thing the country wants, well—let ‘em 
have it!” 

A man in general practice now knows that 
barring a miracle, it will be quite impossible 
for him ever to enter the ranks of the special- 
ists. Medical unity, at the moment, is dead, and 
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the consultants are no more exercised over the 
wrongs and grievances of their general prac- 
titioner brethren than the latter are concerned 
about the complaints of specialists. The whole 
medical atmosphere has changed overnight—I 
had almost said, had become poisoned—and the 
relationship between general practitioner and 
consultant and between doctor and patient, has 
altered out of recognition—and for the worse. 

Has the standard of medical practice under 
State Control worsened? In my opinion, yes, 
undoubtedly. The vast majority of medical men 
are grossly overworked, wasting much of their 
time on trivial complaints and filling in forms. 
They know that the quality of their work has 
seriously deteriorated, and feel thwarted and bit- 
ter. They have no time to read medical litera- 
ture and to keep au fait with current practice 
and new discourses. 

What does this “free” National Health Serv- 
ice cost the country? The original estimate was 
for £152 million gross, but in the first nine 
months expenditure was in excess of £274 mil- 
lion. The estimate for the current year is £352 
million, and there is not much doubt that this 
will be exceeded. 

The hospitals. and endowed nursing homes 
built to enable people of modest means to ob- 
tain their treatment and nursing at very mod- 
erate prices, have all been taken over by the 
Minister and have become his personal prop- 
erty, and in every instance the opportunity has 
been seized to increase the fees by two or three 
times, so that none but the really wealthy can 
any longer afford to occupy a pay bed. 

In 1938, a bed in one of the London volun- 
tary hospitals cost less than £4 per week: under 
the present setup, the cost is £12 to £20! 

Is the hospital patient any better off? No! The 
hospitals are understaffed and waiting lists grow 
longer and longer. It now takes me fourteen 
months to have a child’s tonsils removed in hos- 
pital, and the other day I heard a London sur- 
geon say that the waiting time at his hospital 
is now two years! Last June, in the Metropolitan 
area alone, there were more than 90,000 people 
on the waiting lists of the Regional Hospital 


Boards, while last May, the figure for beds closed 


because of lack of staff was 50,000. Imagine: 


what this means to the aged sick and to those 
who are in urgent need of treatment for tuber- 
culosis and cancer! 
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The Ominous Facts 


Since the inception of the service, certain 
ominous facts have shown that the new system 
is having results not in the public interest. There 
has, for instance, been a positive increase in 
malingering and absenteeism, official figures 
showing that time lost in Royal Ordnance Fac- 
tories has been doubled. It is apparent, too, that 
under nationalization (or should I call it social- 
ization?) monopoly is exercised over the manu- 
facture and distribution of medical equipment. 
Thus, only one type of deaf-aid appliance is 
available in the service, and a firm of artificial 
limb makers, recognized as one of the best in 
the world, has been forced out of business by 
action of the Ministry of Health. 

In general practice, the old intimate doctor- 
patient relationship is being replaced by-a state 
of affairs in which there is no longer time for 
friendliness or even adequate examination, and 
in which the patient regards his doctor merely 
as an agent for getting him hospital treatment, 
or for giving him a certificate which will entitle 
him to some benefit or appliance which -he 
thinks he needs—though it is notorious that pa- 
tients have to wait many months for medical 
appliances such as dentures, spectacles, etc. ow- 
ing to the rush to get things “free.” And while 
on the question of appliances, it is an instance of 
the degrading of the general practitioner that 
whilst they are allowed to order elastic stock- 
ings or trusses for their patients, they are not 
considered competent to order abdominal belts, 
colostomy belts, wigs, or surgical boots. 


Is There Anything Good About It? 


Are there any good points about the new 
service? Yes, there are some things which, in es- 
sence, are desirable, and these are mainly points 
previously suggested by the profession such as 
the hospital reorganization, the provision of free 
dentures, spectacles, deaf-aids, etc., to people 
who previously could not afford them, and the 
fact that one can now take a consultant on a 
domiciliary visit to a poor patient, who formerly 
was unable to pay for such a service. At the 


"same timé, I should like to say that in the old 


days I seldom, if ever, met a consultant colleague 
who would refuse to see one of my panel pa- 
tients for nothing if I cared to make the request. 
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But hospital regionalization is offset by the 
confiscation of endowments by the Minister and 
by local control by his nominees; free appliances 
may not be obtained for many months (in some 
instances over a year) and as regards domiciliary 
visits, if a consultant has done his allotted quota 
for a month, one has to get somebody else, so 
that free choice is affected. Free choice is also 
denied in the practice for only general prac- 
titioners on a special list are allowed to conduct 
confinements. Private patients, too, are most un- 
fairly discriminated against; though they may 
Cunder threat of imprisonment if they refuse) 
contribute like everyone else, they are not al- 
lowed to receive their drugs or appliances free, 
the idea being that such discrimination will 
stamp out private practice. 

Can it be said that there is anything good 
about it from the general practitioner’s point of 
view? With the exception of the things which 
he is able, as I say above, to get for his patients 
free of charge—definitely, no. His art is debased, 
he is overdriven, degraded, and dispirited; the 
zest has gone out of his professional life com- 
pletely. 

It is not, I think, unfair to quote here the 
statement made in Canberra in May by the Aus- 
tralian Health Minister, Sir Earle Page. He 


said, “The greatest health swindle in the world 
today, is the enormous wanton waste of doctors’ 
time, skill, and money in Britain and New Zea- 
land.” These are true words, for doctors in 
Britain have been ruthlessly used as pawns in a 
dishonest, vote-catching political racket. 

What of the future? If the present trend con 
tinues, the quality of practice will deteriorate 
because the best type of man will not be at- 
tracted by medicine. Some of us are still work. 
ing hard to restore unity, with the hope that 
sometime soon our profession will decide to 
fight for our lost freedom. 

In the light of our plight today, I would urge 
our American colleagues to go to all lengths to 
preserve the freedom of private practice against 
the monopoly of medicine by the State, and never 
to let themselves be persuaded by specious argu- 
ment to agree to nationalization and regimenta- 
tion of their art. 

You are the doctors—the only doctors there 
are in the United States—and who should know 
better than you how the profession of medicine 
should be conducted? Take warning from the 
disaster, that, through weak leadership and dis- 
unity, has overtaken your British brethren, and 
—at all costs—fight to maintain your freedom 


and liberty. 


“I merely asked for Doctor Milsnordnik’s opinion of the case.” 
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SAFETY RULES 
FOR WRITING CHECKS 


BY JOHN Y. 


Every pay, crooks are taking advantage of mis- 

takes in check writing to appropriate money in- 

tended for others. Loss to these dishonest persons 

from raised checks or changed payees will be 

avoided if the doctor's secretary will follow these 

seven simple rules: 

1. Fill out the stub before writing the check. 

2. Enter the current date on the check. 

3. Start to write at the extreme left. 

4. Leave no large spaces between words and fill 
in spaces at the right of written words. 

5. Write numerals clearly. 

6. Make sure the written amount is the same as 
the numeral amount. 

7. Give the doctor all checks for the day to sign 


at one time. 


Fill Out Stub Before Writing Check 


It is very important that the stub be com- 
pleted before the check itself is written. There 
is less likelihood of error in writing the check, 
and also there is less chance that you might over- 
look making the entry on the check stub. 

The check stub commonly has the same num- 
ber printed on it as on the check itself, but, if 
the check is not numbered, then it is important 
to enter the number both on the stub and on the 
check at the same time in order to be sure they 
are numbered alike. 

The current date should be written on the 
stub; then the name of the person who is to re- 
ceive the money. 

Under that, make a note as to the reason for 
the payment. For example, “March 16 invoice.” 

Then refer to the amount of the statement 
and make very sure that vou enter the right 
amount. Then compare the amount again with 
the statement as a double check. 


Checks written carelessly may make it 
possible for a check “artist” to raise the 
amount or change the name of the payee. 


Always Use the Current Date 


The reason for Rule No. 2, enter the current 
date on the check, is that sometimes a person 
is tempted to postdate a check for one reason 
or another. It is not wise to do this. Neither is 
it wise to predate the check; that is, to date it 
several days previous to the current date. 

If for some reason or another the doctor does 
not want a certain bill paid until a later date, 
it is better to wait until that date before the 
check is written. 

The point is, a check dated in advance of the 
time when it is delivered would be confusing to 
the bank. As a matter of fact, the bank would 
not legally have the right to pay it until the date 
on the check. If you mailed a check with a fu- 
ture date on it, the person to whom the check 
was given might attempt to cash it and he might, 
in turn, be confused by the fact that the date 
was not current. 


Start Writing at Extreme Left 


In order to write a check so that the amount 
cannot be raised and the payee’s name cannot be 
changed, it is important to follow Rule No. 3, 
start to write at the extreme left. 

Refer to the picture of the two checks made 
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It is easy to see how a dis- 
honest person might raise 
the amount of these checks 
to $1,019.17. 


the “19” on the numeral line. 
and by writing the words 
“One thousand” in front of 
the word “Nineteen.” This 
same alteration could be made 
in the check written with the 


typewriter. 
The two checks made pay- 


payable to the Thornton Instrument Co., one of 
which is handwriting and the other one written 
on the typewriter. You will note that the nu- 
meral amount is $19.17, but the amount at the 
right end of the check is so written that other 
numerals could be inserted between the dollar 
sign and the “19.” Also, the word “nineteen” 
on the line below is written in about the middle 
of the line, and this allows plenty of space to 
write in other words in front of it. 

This check might easily be raised to $1,019.17 
by writing the numerals “1” and “0” in front of 


New YorK TRUST COMPANY 
| No. 


able to the Lambert Phar Co. 
could be raised a thousand 
dollars by putting a “1” in front of the “245” on 
the numeral line and writing the words “One 
Thousand” on the line where the amount is 
written in words. 

Now refer to the handwritten check made 
payable to the Lambert Pharmacal Co. The “2” 
is placed so close to the dollar sign that no num- 
ber could be inserted in front of it. The “4” is 
close enough to the “2” to prevent a number be- 
ing inserted between them, and the “5” is almost 
interlaced with the “4.” In addition to that, the 
zeros representing cents are made small and are 
high on the line and four 
lines are drawn under them. 

There could be no mistak- 
ing the amount for which this 
check is written; the amount 
cannot be changed. 

On the line on which “Two 


hundred forty-five andno/100” 
is written in words, note that 
the word “Two” is as far to 
the left on the line as it can 


onpew or__L@mbert Bhar 


WOBURN __. 
NATIONAL BANK ~~ 


Mo. 4v1z 


Mass, 30 90 


Two buhdged fortystive * * 


These checks could be made 
for $1,245, or even for 
$9,245, for space was left 
in front of the amount 
where other numerals and 
other words could be added. 
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Here are checks written in 
suth a way that they can- 
not be raised and the 
payee’s name cannot be 
changed. 


be written. No word could be 


written at the left of the word 
“Two.” Also note that the word 
“hundred” is close to the word 
“two” and the word “forty- 
five” is close to the word “hun- 
dred.” There could be no 
changes in the amount on 
this line. 


Pay 


onver opLambart Pharsecs) Goupany 


NAL BANK 


No. 4¥12 


* 


Wonur Mass. Mey JO 1900 


42. 


Allow No Large Spaces Between Words 


Now refer again to the checks made payable 
to the Lambert Phar Co. A check made payable 
to a corporation cannot be cashed by an indi- 
vidual. It can only be deposited to the bank ac- 
count of the corporation. However, a clever 
crook could write the letters “menti” between the 
abbreviation “Phar” and the abbreviation “Co” 
as has been done in one of the illustrations. 

That would make a peculiar name, but the 
crook could claim that his name was “Lambert 
Pharmentico.” He would pre- 
sent the check to someone 
who doesn’t understand the 
importance of refusing to cash 
checks for strangers and might 
get the money. This sort of 
fraud happens every day and 
many times a day! 

It is important, therefore, 
that the line on which the 
payee’s name is written be 


filled out beginning at the extreme left and with 
not enough space between words on that line to 
allow for writing something in between. 

Following the last name, or abbreviation, if it 
is “Co.” for “Company,” there should be lines 
drawn from close to the last letter to the dollar 
sign. This will prevent the name of the payee 
being changed by adding something at the end. 
It is, usually safer to spell out Company. Then 
it cannot be made a part of another word. As a 
matter of fact, it is usually better to use no ab- 
breviations on the payee line. 


Here a crook has filled in 
the space between Phar and 
co (carelessly written in 
one of the other illustra- 
tions), making the check 
payable to Lambert Phar- 
mentico, and the crook 
claims that is his name. 


Pay to THe 


onpes or Lempert Pharmentie@ 


one thousand Two hundred forty-five * *** * * 


- WOBURN 
NATIONAL BANK - 
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Write Numerals Clearly 


It is not easy to explain why there is a great 
temptation to write checks rapidly. Crooks take 
advantage of this situation and are sometimes 
able to change the amount of a check because 
Rule No. 5, write numerals clearly, has not been 
followed. Crooks have found it easy in many 
cases to change a “0” to an “8” because the 
zero was made very small. It is not difficult to 
change a rapidly written “1” to a “7,” or a “9,” 
if you practice for days in doing it, as check 
crooks do. 


Written and Numeral Amounts the Same 


According to the law, the written amount is 
the legal amount if it does not correspond to the 


numeral amount; or if the written amount can- 
not be clearly read, then the numeral amount is 
the legal amount. However, if checks are writ- 
ten slowly and carefully, there should be no dis- 
crepancy between the written amount and the 
numeral amount. These two amounts should be 
exactly the same. 


Sign All Checks at One Time 


If you give the doctor all the checks for the 
day to sign at one time, it will obviously take 
less of his time and will make it easier for him 
to review quickly the statements which are be- 
ing paid. When the doctor has signed all checks 
for the day, mail them immediately. In this way, 
there is less chance that an individual check will 
fall into the hands of a dishonest person. 


TRENDS AND EVENTS IN THE NATION’S CAPITOL 


Government Increasingly ‘‘Health Conscious” 


Whatever may happen between now and ad- 
journment of Congress, several facts of impor- 
tance to. American medicine have been demon- 
strated emphatically on Capitol Hill since this 
81st Congress was convened in January, 1949. 
One is that the Nation’s lawmakers are keenly 
responsive to the profession’s views on matters 
of national health policy. Second, that health 
care—in its broad aspects—has achieved a politi- 
cal eminence it never had before; it has become 
a domestic issue that will figure prominently in 
national and state elections—not only this fall 
but in the years ahead. Perhaps most important 
of all, there has been developing in official 
Washington a tendency in the direction of rec- 
ognizing that national health responsibilities are 
inextricably linked with those pertaining to na- 
tional defense and assistance rendered to friendly 
foreign countries. A 

Somewhat paradoxically, the increasing in- 
fluence of medical care questions has not been 
accompanied by a large number of new laws. 
Although Congress, the White House, and the 
executive departments were never more “health 
conscious” than they are today, relatively few 


statutes have been added to the books. The 
trends described above have manifested them- 
selves less conspicuously in public addresses, 
informal conferences, and just plain cloakroom 
conversations. 

If all this sounds a bit abstruse, look for the 
new 82nd Congress to clear away the haze after 
it assembles next January. There is every indi- 
cation that, for the first time, the Senate and 
House then will come to grips on the fiercely 
controversial matter of compulsory national 
health insurance. In prospect also is an overhaul 
of the vast medical and hospitalization programs 
of the Veterans Administration, including its 
home town fee-for-service system in which 
thousands of private practitioners are participat- 
ing; closer integration of all Federal hospital ac- 
tivities, accompanied by improved coordination 
of planning for construction of new govern- 
mental and private hospital facilities; and a 
showdown on the question as to whether Uncle 
Sam should subsidize medical schools, finance 
grants or loans to their students, or take other 
steps toward the end of increasing the number 
of practicing physicians. 
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Ewing Testifies for Plan No. 27 
Although the following is in the nature of 


anticlimax, since Congress already has taken ac- 
tion on President Truman’s plan for establish- 
ment of a Department of Health, Education 
and Security, the testimony presented on July 
6 by Federal Security Administrator Oscar R. 
Ewing merits attention. He appeared before the 
Senate Expenditures Committee to argue in sup- 
port of the plan. Contrary views had been laid 
before the committee a few minutes earlier by 
an old Harvard classmate of Mr. Ewing’s— 
Senator Robert A. Taft. 

Mr. Ewing stated that the time might come 
when he would urge creation of a separate De- 
partment of Health but, for the present, a three 
ply executive department is desirable as a re- 
placement for Federal Security Agency. Al- 
though his resentment of A.M.A. activities 
which killed a similar reorganization plan in 
1949 has not diminished, Mr. Ewing exercised 
restraint with regard to this touchy matter, cog- 
nizant that Senator John L. McClellan (com- 
mittee chairman) and Dr. R. B. Robins, newly 
elected vice-president of A.M.A., are not only 
fellow Arkansans but very close friends. 

Acknowledging the fact that opposition to the 
proposed department was based in large meas- 
ure on the probability that he would be its first 
head and on his espousal of compulsory health 
insurance is well known, Mr. Ewing testified: 

“The plan is opposed by some persons who 
are against the President's program for national 
health insurance. They contend that a secretary 
of a department can argue more effectively for 
national health insurance than an administrator 
of an agency. The answer to this is that any 
program for national health insurance can only 
be established by the Congress, and Congress 
will decide the issue on what it thinks is for the 
best interest of the country, not on whether the 
program is advocated by an administrator or a 
secretary.” 

Speaking of Mr. Ewing, your correspondent 
is impelled to say a few words with reference 
to the eyebrow-lifting that accompanied the re- 
cent action of Food and Drug Administration in 
removing Cortisone from the experimental-use- 
only category and releasing it for use by doc- 
tors. Food and Drug Administration is a unit 
of Federal Security Agency and Cortisone is the 
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product of Merck & Co., whose legal counsel is 
Mr. Ewing’s New York law firm. Inasmuch as 
the release of Cortisone at this time was regarded 
as premature in some quarters, stories quickly 
began spreading in the Capital that pressure had 
been applied to FDA to act upon Merck’s ap- 
plication and that the latter’s case was not hurt 
by the fact that Hughes, Hubbard & Ewing are 
its lawyers. 

Well, some of Mr. Ewing's fiercest critics are 
in the drug trade, and they will tell you that he 
leans over backward to prevent any favoritism 
being shown Merck or any other of his firm’s 
clients in their dealings with component 
branches of Federal Security Agency. The 
people with whom your correspondent discussed 
this subject, men who have intimate knowledge 
of the workings of Food and Drug Administra- 
tion, pointed out that, instead of expediting 
favorable action upon the new-drug application, 
the fact that Mr. Ewing's law firm was indi- 
rectly involved probably was a hindrance. It 
should be noted, too, that a few weeks after the 
release of Cortisone, Food and Drug Admin- 
istration took similar action on ACTH whose 
producer, Armour & Co., is Merck’s keenest 
competitor in the steroid hormone field. 


Doctors Respond on Commerce Survey 


To those of America’s doctors who feel they 
are unloved in Washington, let them take héed 
of this: The Department of Commerce thinks 
they are grand. 

More than 50,000 physicians—one out of four 
in the entire nation—have responded to the De- 
partment’s questionnaire on medical incomes. 
The returns have exceeded the most optimistic 
expectations and Commerce officials are deeply 
appreciative of the cooperation, they informed 
GP’s Capital correspondent. 

Of 100,000 white forms which were mailed, 
approximately 45,000 were filled out and re- 
turned to Washington. Government statisticians 
would have been delighted beforehand to settle 
for a 30 per cent return. More than 4,000 of the 
10,000 buff-colored forms which were sent out 
have been duly executed and mailed back here. 
Of the 15,000 green questionnaires which were 
distributed among physicians throughout the 
land, nearly 6,000 had been filled out and re- 
turned as of mid-July. 


4 
‘ 
i 
5 


antibacterial 


agent eee 


Wide antibacterial activity, low 
toxicity and virtual elimination of 
renal complications distinguish the 
use of Gantrisin* ‘Roche’, a new and 
remarkably soluble sulfonamide. Highly 
effective in urinary as well as systemic 
infections, Gantrisin does not require 


alkali therapy because it is soluble 


\ 
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\ 
: even in mildly acid urine. More than 
/ 20 articles in the recent literature 
: attest its high therapeutic value and 
: the low incidence of side-effects. 
: Gantrisin is now available in 0.5 Gm 
H tablets, as a syrup, and in ampuls. 
\ 
\ 
\ 
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Additional information on request. 


HOFFMANN -LA ROCHE INC ¢ NUTLEY 10 ¢ N, J, 


Gantftrisin’ 


* Brand of sulfisoxazole (3,4-dimethyl- 
5-sulfanilamido-isoxazole) 
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SEE BY THE MACHINE” 


BY WILLIAM HYATT GORDON, M. D. 


THE IMMORTAL TENNYSON wrote, “Old customs 
changeth, making way for the new.” These 
words, used to describe the changes surrounding 
the death of that wondrous legendary figure, 
King Arthur, might well have been alluding to 
the upheaval occurring now in medical prac- 
tice. We have traveled far since the day of bread 
pills and calomel. No longer can the disciples 
of Aesculapius look at a tongue, feel the brow, 
clock the pulse with a large turnip of a watch, 
attached to an equally substantial chain slung 
across a bulging mid-section, and come up with 
a correct answer. No, we must now use ma- 
chines. We live in an age of technocracy. 

The American public likes gadgets. It is used 
to them, depends upon them, and accepts them 
without thought. Women enjoy the myriads of 
electric, labor-saving thingamabobs in their 
kitchens. Men depend upon the computing ma- 
chines that do everything but figure where the 
money for taxes is coming from. Kids accept the 
change-making machines in the Coca-Cola dis- 
pensers without a thought. Is it any wonder that 
they want machines to diagnose their diseases 
when they are ill? 

The medical profession, consisting of gadget 
lovers and makers, has within the past several 
decades come up with an amazing array of pre- 
cision instruments geared to the job of fact-find- 
ing—instruments for measuring heart waves and 
brain waves, gadgets perfected to explore all 
cavities and orifices regardless of their loca- 
tion or intimate nature, x-rays and microscopes 
for indirect and minute observation of this and 
that—all marvelous, all useful, and all impressive. 

But are these marvelous instruments, uncanny 
as their performances may appear, sufficient 
within themselves? No, not yet. The medical 
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“An hour until quitting time ... we 
can take only twenty more patients.” 


profession is aware of this fact but a large sector 
of the population is not. We have no diagnostic 
machines similar to the scales that can tell one’s 
weight and fortune, and all for a penny. We 
have no precision apparatus with ubiquitous 
soothsaying qualities such as related in a joke 
recently making the rounds, of a machine in a 
railroad station that gave one’s weight, height, 
profession, nationality, destination, and when he 
missed his train. We have no mechanical robots 
into which one puts a nickel and from which 
he immediately gets a correctly interpreted di- 
agnosis. We still require the human intermedi- 
ary, and in the matter of diagnosis that inter- 
mediary is the strongest or weakest link of the 
chain. He should be a well-trained physician. 
Diagnostic aids are in many instances indis- 
pensable to good medical practice. None the 
less, they are useful only insofar as their results 
are correctly interpreted. For example, an x-ray 
film or an electrocardiogram can be of immeas- 


= 
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urable value if the one who reads it knows of 
its many shortcomings as well as its many uses. 
A misread x-ray film is far worse than no x-ray 
film. The diagnosis of heart disease where none 
exists, made simply on the basis of electrocardio- 
graphic findings, is as great a tragedy, if not a 
greater one, than a missed diagnosis where heart 
disease actually does exist. There is no substitute 
for good clinical training. A man’s diagnostic or 
clinical judgment is only as good as his experi- 
ence. There are no short cuts. 

There is no substitute for a carefully taken 
and well-documented history. Nothing can re- 
place information gained through the well-per- 
formed physical examination. Machines cannot 
measure the patient’s perturbation resulting from 
domestic strife nor evaluate the anxiety displayed 
by the patient whose husband, wife, parent, or 
close friend has recently died with cancer or 
heart disease. No mechanical apparatus can be a 
substitute for the good rapport between patient 
and physician. 

Another side to the use of diagnostic equip- 
ment is a practical one that must be mentioned 
although it is a sore subject. Fortunately it will 
touch only a few offending physicians. That is 
the commercial aspect of this equipment. An ex- 
ample would be the man who bought an elec- 


trocardiographic outfit and when asked if he 
knew how to interpret a tracing said, “No, but 
it is a good way to make ten bucks.” When so 
used, these valuable diagnostic aids are being 
prostituted. The operator of a booth in a penny 
arcade who makes his living by making blood 
pressure readings and measuring the lung capac- 
ities is doing far less harm, for few give much 
credence to his reports. 

The physician who “clinics” patients—that is, 
subjects them to all types of mechanical, chemi- 
cal, and physical tests without first having seen 
or examined them and makes his entire clinical 
diagnosis and outlines his treatment solely on 
the result of his machines—is no doubt honest 
in his endeavor but is being as equally unfair 
to his patients as is the man who makes none of 
these tests and relies only on his physical findings. 

The pendulum has swung far from the 
tongue-looking, pulse-taking diagnostician—per- 
haps too far. A marriage of the old art of the 
practice of medicine with the new scientific ap- 
proaches is to be encouraged. Each approach has 
its virtues and its faults but they complement 
one another. Let us, in this era of technocracy, 
remember that there are facets to good medical 
practice that cannot be reached by gadgets, how- 
ever ingenious they may be. 
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Lhe Practitioners Bookshelf 


Endocrinology of Woman. By E. C. Hamblen, M.D. ° 


Pp. 568. Price, $10.50. Charles C. Thomas, Spring- 
field, Ill., 1949. 


Hamblen, who is Professor of Endocrinology 
and Associate Professor of Obstetrics and Gyne- 
cology at Duke University, has produced a mar- 
velous volume full of information about the rela- 
tion of the endocrine glands to the health of 
women. It is a scholarly book evidently based 
on years of research and reading and study. 
The general practitioner will probably be par- 
ticularly interested in the fine chapters on dif- 
ficulties in menstruation and in the study of 
sterility. It is good to find a writer on endocri- 
nology who doesn’t soar off into realms of fancy 
but remains with his feet on the ground, and 
scientific ground at that. 


A Twentieth Century Physician. By Sir Arthur Hurst, 
M.D. Pp. 200. The Williams & Wilkins Company, 
Baltimore, 1949. 


For years Arthur Hurst was one of the most 
vivid characters in British medicine. He was the 
leader in gastroenterology, and he was an expert 
on hysteria in soldiers and lay persons. He was 
a thoughtful, forward-looking man. He knew 
most of the eminent men in British and Ameri- 
can medicine, and in this book he wrote enter- 
tainingly about them. There is much here to 
delight and interest the educated physician. This 
little volume is a good one to have beside the 
bed for the last hour of the day. 


Physiologic Basis of Medical Practice. A Text in Ap- 
plied Physiology. By C. H. Best, M.D. and N. B. 
Taylor, M.D. Pp. 1,330. Price, $11.00. The Wil- 
liams & Wilkins Company, Baltimore, 1950. 


This is the fifth edition of a remarkable work 
which has been very popular with the medical 
profession. Probably every well-educated physi- 


GP @ August, 1950 


cian realizes that if he is to practice wisely, he 
must know well the physiology of the body. Un- 
less he knows how the body runs when it is run- 
ning well, he cannot know much about the body 
when it is running badly. 

A great advantage of this book is that the 
authors have paid attention to clinical physi- 
ology. This of course is what the physician 
wants. He wants an applied physiology and not 
a purely technical physiology. 

It’s remarkable that any two human beings 
could get so much information into one volume. 
One marvels also at their devotion and perti- 
nacity in keeping the book up to date. It is bad 
enough to write a book like this, but when it be- 
comes successful it becomes an “Old man of the 
sea” firmly fastened on the back of the poor 
authors. Every time they bring out a revision 
they probably swear by all that’s holy that they 
will not do another one, but somehow or other 
the publishers talk them into it. 

One could easily point to unfortunate omis- 
sions here and there and places in which the 
authors are not up to date, but it’s much more 
satisfactory to point to the enormous amount of 
information that they did get into the book. 


The Meaning of Anxiety. By Rollo May, M.D. Pp. 
376. Price, $4.50. The Ronald Press Company, 
New York, 1950. 


This is a learned book by a man who evi- 
dently knows the whole literature on the sub- 
ject. He quotes much from this literature, and 
he has studied the subject of anxiety as it has 
been described by many able writers all over the 
world. 

Interestingly, he quotes the poet W. H. 
Auden, “the fears we know are of not knowing.” 
This of course is so true, and every physician 
should remember it. So often it greatly helps the 
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patient to feel that he has been told everything 
and so at last he knows the worst. 

The book is not made for easy reading be- 
cause it is so full of facts and of theories. It will 
interest mainly the man who is philosophically 
inclined and the man who is used to reading 
the literature of psychiatry. 

According to Symonds, much of our behavior 
is motivated by desire to escape anxiety by either 
reducing it or disguising it in one way or another. 

Kierkegaard said, “And no Grand Inquisitor 
has in readiness such terrible tortures as has 
anxiety, and no spy knows how to attack more 
artfully the man he suspects, choosing the in- 
stant when he is weakest, or knows how to lay 
traps where he will be caught and then snared, 
as anxiety knows how, and no sharp-witted 
judge knows how to interrogate, to examine the 
accused, as anxiety does, which never lets him 
escape, neither by diversion nor by noise, neither 
at work nor at play, neither by day nor by night.” 

Doctor May feels, of course, as most psychi- 
atrists now do, that it is not sufficient just to 
cheer the patient up; one should try to find out 
why he is anxious. The reviewer's feeling is, 
however, that these students of anxiety miss one 
important thing, and that is that many persons 
are born to be foolish worriers. Others are not 
born to be worriers and hence they do not worry 
and they are not anxious. Many are not anxious 
even when they should be. 

Toward the close of this book there are many 
fine case descriptions to throw light on the 
problem. 

As we said before, this is a book to delight the 


serious student. 


Textbook of Endocrinology. By Robert H. Williams, 
M.D. Pp. 793. Price, $10.00. W. B. Saunders 
Company, Philadelphia, 1950. 


This is a splendid book and a learned one. 
The several chapters were written by a number 
of authorities in the several fields. That, of 
course, makes the book all the more valuable. 

It is a book not only for the scientist who is 
doing research in one small field of endocri- 
nology, but it is also of interest to’ the physician 
who has to treat patients with disease of the 
parathyroid glands, the adrenals, the thyroid, or 
the ovaries. The book is well illustrated and 
beautifully printed and there are a few illustra- 
tions in color. 


_ gastroscopy. 


Gastroscopy. By Rudolph Schindler, M.D. Pp. 433. 
Price, $20.00. The University of Chicago Press, 
Chicago, 1950. 


This authoritative work now in its second edi- 
tion is one of the classics of medicine. As every- 
one knows, Schindler is the man who with Wolf 
devised a practical gastroscope, and then showed 
the world how to use it. 

Although few general practitioners would ever 
want to pass a gastroscope themselves, they will 
want to know in whai cases they should order 


Today in large clinics the method is com 
monly used whenever doubt remains after care- 
ful study of the stomach by a roentgenologist. 
If an older person with a short history of pain 
in the stomach and perhaps hematemesis is roent- 
genoscoped twice and no lesion is found, gastro- 
scopy is often indicated. It may show a lesion, 
or if it does not, this fact will encourage the 
physician to put off operation. 


Bridges’ Food and Beverage Analyses. Revised by 
Marjorie R. Mattice. Pp. 412. 3rd Ed. Lea & 
Febiger, Philadelphia, 1950. 


This is the largest volume of tables of the 
contents of foods and drinks that we remember 
having seen. It contains analyses of some 500 


foods. Obviously, this book will be of great in- 


terest to all dietitians. 


The American Illustrated Medical Dictionary. W. A. 
Dorland, M.D. Pp. 1,660. Price, $8.50. 21st Ed. 
W. B. Saunders Company, Philadelphia, 1947. 


This, the twenty-first edition, has been gone 
over carefully by a group of able men in many 
cities. Old and obsolete words have been deleted 
and new ones have been put in. As it always 
has been, so now, it is a book that every writer 
will want to have at his elbow, and every secre- 
tary will need on her desk. 


Obstetrics in General Practice. By J. P. Greenhill, 
M.D. Pp. 468. Price, $5.50. The Year Book Pub- 
lishers, Inc., Chicago, 1948. 


Many years ago when the reviewer went out 
into general practice, it did not take him many 
weeks to realize that his training in two fields 
had been inadequate. These two fields were ob- 
stetrics and pediatrics. In order to improve his 
education, he promptly bought two of the best 
books on obstetrics that he could find, and read 
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them again and again from cover to cover. He 
would have been fortunate indeed if this pres- 
ent book had been available for study. It is a 
practical book written by an able obstetrician 
for the guidance of all general practitioners who 
have to do much obstetrics. Every young man 
just out of college and going into general prac- 
tice should have a copy and should carry it 
about with him until he has digested it well. 
Doctor Greenhill is to be thanked greatly for his 
service to medicine. The fact that this book is 
in the fourth edition shows how valuable it has 


proved to be. 


1949 Year Book of Orthopedics and Traumatic Sur- 
gery. Edited by Edward L. Compere, M.D., Associ- 
ate Professor of Surgery, Northwestern University 
Medical School, Chicago. Price, $5.00. The Year 
Book Publishers, Inc., Chicago, 1950. 


The general practitioner must deal with many 
orthopedic problems, including sprains and dis- 
locations and poliomyelitis. He must recognize 
nerve, bone, joint, and muscle injuries and dis- 
ease which need specialists’ care. 

The Year Book displays the use of the uni- 
versal hand splint, one of the most important 
developments of the war, for crushing and tear- 
ing injuries of the fingers and hand. It dis- 
cusses the shoulder-hand syndrome in patients 
with cardiac disease. Complications and manage- 
ment of many fractures are discussed and il- 
lustrated. Newer therapy of various forms of 
arthritis with ACTH, Cortisone acetate and 
progesterone is reviewed in articles by a number 
of eminent authors. 

The alert general practitioner will welcome 
such books which enable him to glance over a 
wide literature, much of it unavailable to him, 
in a short time. L. Gorreti, M.D. 


Clinical Nutrition. Edited by Norman Jolliffe, M.D., 
F. F. Tisdall, M.D., and Paul R. Cannon, M.D., for 
the Food and Nutritional Board of the National Re- 
search Council. Pp. 925 with 127 illus., 61 in full 
color. Price, $12.00. Paul B. Hoeber, Inc., Harper 
Bros., New York, 1950. 


This beautifully published and_ illustrated 
volume is one of the finest that we have seen 
on the subject. As Dr. Russell Wilder said in 
the foreword, the Council realizes that frank 
deficiencies of individual vitamins are of infre- 
quent occurrence, but there are reasons for be- 
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lieving that minor forms of malnutrition exist 
and escape detection. The Food and Nutrition 
Board has been concerned also by the fact that 
physicians have come to prescribe vitamins care- 
lessly and rather as placebobs or as cure-alls for 
diseases. The idea back of this publication was 
to. produce a book which would give in easily 
available form all the essential information that 
is needed, and this was done wonderfully well. 

The first part of the book is on diagnosis. 
Every chapter is written by an able expert in 
the field. Part II takes up the several forms~6f 
malnutrition due to the lack of various chemicals 
and vitamins. Part III is on treatment and ‘pre- 
vention. At the end of the book are many val- 
uable tables giving the nutritional contents of 
250 foods. There are good bibliographies ap- 
pended to the several chapters. 

If only because of the eminence and ability 
of the writers of the several chapters, this is one 
of the best books that we have seen on the subject. 


A Primer for Diabetic Patients. By Russell M. 
Wilder, M.D., Ph.D., F.A.C.P. Pp. 200. Price, $2.25. 
W. B. Saunders Company, Philadelphia, 1950. 


This excellent little book is now in its ninth 
edition. That it has gone into so many editions 
shows how valuable it has been to many physi- 
cians and many patients. A book like this saves 
the physician much time in the instruction of 
his patients, and it enables the patient to learn 
all he needs to know about taking care of him- 
self. In the case of a disease like diabetes, knowl- 
edge about what to expect and look out for can 
be life saving. 


Water and Salt Depletion. By H. L. Marriott, M.D. 
Pp. 80. Price, $2.00. Charles C. Thomas, Spring- 
field, Ill., 1950. 


Again Mr. Thomas has brought out a remark- 
able little volume which every intelligent physi- 
cian, and especially every physician who takes 
care of patients who are seriously ill, will want 
to own and read and study. Of late, quite a few 
physicians have learned how important it is to 
know what's going wrong with a patient's body 
chemistry as he loses large amounts of water and 
various salts. In bad cases, the restoration of 
normal conditions may bring a patient back to 
life again. This book is well written and well 
illustrtated, and every word appears to be essen- 
tial; in other words, the text is as brief as possible. 
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Proctology in General Practice. By J. Peerman Nessel- 
rod, M.D. Pp. 276. W. B. Saunders Company, 
Philadelphia, 1950. 

This is a well-written and well-illustrated 
book in which the author describes techniques 
of examinations and procedures for operating, 
and for treating diseases of the rectum. 

- Every general practitioner ought to know how 

to pass a sigmoidoscope and how to recognize 
what he sees. As Nesselrod says, there have been 
some cases in which the sigmoidoscope was 
pushed through into the abdominal cavity, but 
this would seem to have been done usually by 
someone who was stupid and rough. 


Research in Medical Science. Edited by David E. 
Green and W. Eugene Knox, M.D. Pp. 492. Price, 
$6.50. The Macmillan Company, New York, 1950. 
This book presents a number of chapters writ- 

ten by different men who are leaders in their 
field. The 26 essays deal with research in vari- 
ous premedical and medical subjects. They deal 
particularly with the research phases of the sub- 
ject. The chapters have been written as clearly 
as possible so that even intelligent laymen will 
be interested. Obviously, it is a book written 
for the highest type of physician and perhaps 
teacher who would like to get better oriented 
and would like to keep up with the research 
that is being done in other fields. 

For instance, there is a chapter by Launcelot 
Hogben on the methodology of medical ge- 
netics. There is a chapter on what's being done 
in anthropology, which is, in a way, related to 
medicine. The next chapter is on immunochem- 
istry and the next is on enzyme chemistry and 
physiologic mechanisms. There is a chapter on 
isotopes. It’s a scholarly book and one that many 
general practitioners who want to keep close to 
the forefront of science will find interesting. 


The Pathology of Articular and Spinal Diseases. By 
Douglas H. Collins. Pp. 331. The Williams and 
Wilkins Company, Baltimore, 1950. 

This is an unusually good book. It deals with 
the several types of arthritis and also with the 
slipped disk. As one might expect from a man 
whose training has been in pathology, the book 
deals particularly with the type of injury that 
one finds in the joints and bones. Every serious 
student of arthritis will want to have a copy. 

Interestingly, Collins states that the lesions of 
rheumatoid arthritis do not resemble those of 


any infection. His description of Paget's disease 
is interesting. He points out that this disease 
occurs usually in persons over 50 years of age. 
It sometimes is complicated later by sarcoma. 


The Merck Manual of Diagnosis and Therapy. A 
Source of Ready Reference for the Physician. Pp. 
1,600. Price, $4.50; thumb index edition, $5.00. 
Merck & Company, Inc., Rahway, New Jersey, 
1950. 


The use of bible paper has permitted the 
printing of 1,592 pages and the retaining of the 
size of a handbook. This manual summarizes 
current concepts of diagnosis and therapy in all 
fields of medicine and surgery. It cannot take 
the place of full-fledged textbooks but is often 
of value as a source of quick reference. Its con- 
tents have been revised up to 1950. Medications 
used are usually those listed in the Pharma- 
copoeia, the National Formulary, and New and 
Nonofficial Remedies with a few proprietary 
preparations, as recommended by the consultant 
physicians. More than 1,175 prescriptions are 
conveniently arranged into categories, according 
to their therapeutic action. 

—Rarpn L. M.D. 


Office Gynecology. By J. P. Greenhill, M.D. Pp. 461. 
Price, $5.25. 5th Ed. The Year Book Publishers, 
Inc., Chicago, 1948. 


So far as Doctor Greenhill knew when he 
wrote the first edition of his book, there was no 
other volume covering the subject of medical 
gynecology. This is strange because for the last 
50 years general practitioners everywhere have 
been wondering where on earth they could get 
a book which would help them with their prob- 
lems of office gynecology. As one wise old gen- 
eral practitioner said, “I can’t have all these 
women operated on, but what can I do for them 
myself?” 

This well-written, well-printed, and well-illus- 
trated little book gives just the information that 
the doctor wants. It tells him how to diagnose 
pelvic troubles and how to treat those that can 
be handled in the office. There are so many good 
things about the book one hesitates to start men- 
tioning them. On page 348 one finds the inter- 
esting point that the injection of testosterone in- 
to a woman often greatly increases her libido. 
It was discovered during the attempts to treat 
cancer of the breast with testosterone. 
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Academy Yeeporls and News 


THOUGHTS ON MEDICAL EDUCATION 


“In my opinion, one correction to be made in 
our present system of educating physicians is to 
give, during the four years of premedical train- 
ing, a portion of the preclinical work now in- 
cluded in the medical school curriculum . . . this 
would allow a great deal more time for teach- 
ing during the four years in medical school.” 

This recommendation is made by Dr. D. G. 
Miller, Jr., of Morgantown, Kentucky, vice- 
president of the Academy, in a paper published 
in the May issue of the Journal of the Associa- 
tion of American Medical Colleges. 

Doctor Miller proposes that the education of 
future medical students should begin at the com- 
pletion of junior high school. He feels that a 
revision of the curriculum for senior high school 
students who profess an interest in medicine (or 
one of the allied sciences) to include biology, 
chemistry, and physics, would help prepare those 
who go into premedical courses in college, and 
would eliminate those who have no aptitude for 
the sciences. He advocates established tests at 
this time to help determine the capabilities of 
the student and to aid in directing him into the 
proper course of study. 

The next step would be to improve the quality 
of premedical training in many of the colleges. 
Graduates from all colleges begin their actual 
medical training in the same class, but there is 
marked variation in the premedical training. 
One college provides such excellent premedical 
training that not one student has failed in any 
medical school in twenty-five years. 

In Doctor Miller’s opinion, the medical stu- 
dent, during his period of training in clinical 
medicine, too often is taught what not to do, 
and is not carefully instructed in what to do. 
Me feels that every physician should be capable 
of doing the procedures he may later require a 
nurse or technician to do for him. After a physi- 
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R. B. ROBINS, M.D. 


The recent election of General Practitioner 
Rufus B. (Bob) Robins as vice-president of 
the American Medical Association seems a 
logical step in the progressive career of our 
own House of Delegates Speaker. 

Doctor Robins is Professor of Medical Eco- 
nomics at the University of Arkansas School 
of Medicine. Earlier in his medical career, he 
established the Robins Clinic, which is one of 
the leading clinics in Arkansas. Alsq active 
in politics, he is a Democratic National Com- 
mitteeman from Arkansas and a leader in the 
fight against the proposed Truman-Ewing 
program of national health insurance. 

At the recent Conference of Presidents and 
Other Officers of State Medical Associations, 
he was elected to the executive committee of 
that group. In the American Medical Associa- 
tion, Doctor Robins has also been appointed 
to the ten-man national policy committee, 
which is known as the Coordinating Commit- 
tee for the Protection of the People’s Health. 
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CARBONATED 
BEVERAGES 


Widespread experiments on test animals! on restric- 
tion of energy-giving food indicate that body proc- 
esses show decided diminution during persistent 
underfeeding. Further reports®:* reveal that low 
caloric intake has a definite deleterious effect on 
glandular function. 

Sweetened carbonated beverages contain an 
average of 100 calories per eight ounces, 
which is rapidly assimilated and trans- 
formed into quick energy. When the 7 

“basic foods recommended in specified / 
amounts by the Food and Nutrition / 
Board of the National Research Coun. 
cil are consumed, carbonated bev- / 


erages serve beneficially as 


caloric supplementation of / 
the essential dietary re- / 
quirements. 1. Zuntz, N. & Loe A., Bio 
chem. Ztschr., 90:24, 1918. 
2. Boutwell, R_K., Brush, M: K. 
Rusch, H. P., Am. J. Physiol., 
154:517, 1948. 


3. Editorial, J.A.M.A., 142:262 
(Jan. 28) 1950. 


‘National 
AMERICAN BOTTLERS OF CARBONATED BEVERAGES =| = = 


WASHINGTON 6.1 D. of the Bottled 
CARBONATED Soft Drink 
Industry 
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cian graduates, he is not likely to have the staff 
of a large teaching hospital available; therefore 
he himself must be prepared to do the many 
procedures done by nurses and technicians in a 
hospital. 

Medical students should also be taught the 
practical aspects of starting and operating a prac- 
tice, contends Doctor Miller. The medical school 
should include courses on medical economics 
and medical jurisprudence. This should be sup- 
plemented by preceptor training with a practic- 
ing physician. 

Good internship or residency training is also 
important. Some of the newer plans in use by 
many of the large university hospitals include a 
one-year straight internship at the university 
hospital and a second year of rotating internship 


CHAPTER NEWS 


A number of significant events of special in- 
terest to general practitioners evolved from a re- 
cent meeting of committees of the New York 
State Medical Society with the New York City 
Health Department. The committees revised the 
Post-Graduate Outline Book to include the most 
timely and valuable topics possible, especially for 
the general practitioner. The Medical Society 
voted to establish a section of General Practice. 
The Health Department has initiated the policy 
of stamping all its envelopes “Your Family 
Physician Is Your Best Friend.” Dr. William A. 
Buecheler, president of the New York State 
chapter, served as a consultant at this meeting at 
the invitation of the committees. 

Plans for the New York State general prac- 
titioner’s 1950 convention to be held in Roches- 
ter are well underway. President of the Roches- 
ter Regional chapter, Dr. C. R. Keller, has re- 
cently completed a pre-convention booklet en- 
titled “The American Family Is the GP’s Spe- 
cialty.” 

Two Eastern chapters recently held their sec- 
ond annual meetings. The New Hampshire 
chapter selected the Dartmouth Medical School 
in Hanover as the site for its April 27 meeting. 
This chapter is now cooperating with members 
of the Academy in Vermont in an attempt to 
assist them in establishing an active chapter in 
that state. 


or residency at affiliated private hospitals. The 
resident may spend four months in one service 
in one hospital, and four months in another 
service at a different hospital. Usually these hos- 
pitals have only a few residents so the resident 
receives a much broader experience than at a 
large hospital. 

As stated in the paper, these are Doctor 
Miller's personal recommendations, based upon 
his experience as a general practitioner and his 
knowledge of the problems of medical students, 
gained as a lecturer at the University of Louis- 
ville School of Medicine. The publication of 
these ideas in the Journal of the Association of 
American Medical Colleges indicates that those 
concerned directly with medical education feel 
there is merit in Doctor Miller's suggestions. 


Members of the Pennsylvania chapter heard 
addresses by Dr. Roger Samuel, president of the 
Pennsylvania Medical Society and a member of 
the Academy, and Dr. Pau! Davis of Ohio, first 
president of the American Academy of General 
Practice, at a meeting held May 25 in Harris- 
burg. Stressing the importance of postgraduate 
training, Dr. Benjamin Schneider, chairman of 
the Committee on Education, stated in his re- 
port to the convention that this Committee com- 
pleted a survey January 1, 1950, among the 
members of the Pennsylvania chapter “to deter- 
mine their feelings and desires in regard to short 
postgraduate courses. Of 327 signed responses, 
290 or 90 per cent were in favor of 1- and 2- 
week courses. A large majority signified a desire 
to take such courses annually if they were avail- 
able in Pennsylvania.” Doctor Schneider also 
reported that the University of Pennsylvania 
Graduate School is establishing a week’s course 
to begin September 25 and the University of 
Pittsburgh has started short courses. Woman's 
Medical College is also preparing to offer courses 
in various subjects of special interest to the gen- 
eral practitioner in the near future. 

Favorable publicity was accorded the Harris 
(Texas) County chapter in an editorial in the 
May 29 edition of the Houston Chronicle. The 
article stated that “The attention of Our City 
has been directed to a new trend among the 
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Beamed directly at the affected area, the 
topical use of Arthralgen brings to a 
focal point the combined beneficial ef- 
fects of rubefaction—analgesia—vaso- 
dilation. 


ASSURED PENETRATION—A special oint- 
ment base containing selected wetting agents 


to lower surface tension, foster thorough deep 
skin penetration. 


Chicago 30, Illinoi 


COMPOSITION—Arthralgen contains 0.25% 
metacholine chloride, 1% thymol, 10% men- 
thol and 15% methy] salicylate, in a washable 
superabsorbable ointment base. 


FIELD OF ACTION—Arthralgen has proved 
its value as adjunctive treatment in arthral- 
gias, myalgias and neuralgias, including such 
typical disorders as sprains, lumbago, syno- 
vitis, bursitis, neuritis, myositis, sciatica, pleu- 
rodynia. 


Penetration through the skin 
may be aided by massage, 
heat or iontophoresis. 

thralgen is supplied in 
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doctors of Houston which has not been widely 
publicized. That is a new interest among the 
members of the medical profession in general 
practice. Until a few years ago, there were al- 
most no physicians in the city who continued 
to call themselves general practitioners. Now 
there are 135 members of the Harris County 
Academy of General Practice.” 

Dr. E. C. Texter, immediate past president of 
the Academy, was guest speaker at a meeting 
of the Minnesota chapter in Duluth June 12. 

President of the District of Columbia chap- 
ter, Dr. I. Phillips Frohman, presented a case 
report on “Post-traumatic Headache and Treat- 
ment” at the chapter's meeting April 25. 

An honorary master of science degree in gen- 
eral medicine was conferred on Dr. James D. 
Hagood by the Medical College of Virginia at 
its commencement program June 6. Doctor 
Hagood is the first recipient of this degree, 
which was established by the College as a sym- 
bol of recognition of the importance of general 
practice. Doctor Hagood is president of the 
Virginia chapter. 

The Spokane (Washington) County chap- 
ter honored nurses of the graduating classes of 
Deaconess, Sacred Heart, and St. Luke’s hos- 
pitals at a tea May 28. Members of the chapter 
and their wives received approximately 300 
guests at the home of Drs. Frederick and Har- 
riet Judy. 

A dinner meeting was held by the Montana 
chapter July 10 in Bozeman. Mr. Mac F. Cahal, 
executive secretary of the Academy, was a 
speaker on the program. 

Officers have been announced for the newly 
organized chapters of Manitowoc, Outagamie, 
and Dane Counties, Wisconsin. 

Dr. E. C. Cary, Dr. Charles Wall, and Dr. 
Wallace Marshall were elected president, vice- 
president, and secretary respectively of the 
Manitowoc chapter. 

President of the Outagamie chapter is Dr. 
George Boyd and Dr. F. J. Rankin is secretary. 

New president of the Dane chapter is Dr. R. 
H. Ludden. Dr. R. F. Collins was elected sec- 
retary. 

Charters were presented to the groups by Dr. 
George Forkin, president of the Wisconsin 
chapter. 

At the Kansas chapter’s breakfast meeting in 
Wichita May 17, Dr. Charles L. White was 
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Oh, Doctor! 


Mars. went to Danville Satur- 
day to spend a few days with her mother who 
is a patient at Allen’s Hospital. Mrs. Wilbert 
is recovering nicely from a decent operation.— 
Fentonville (Pa.) Press. 


Intimate Details 


Dr. Hetmurtu reported the baby is the child 
of Mr. and Mrs. Frielig, who love on the sec- 
ond floor.—Creston (Neb.) Crier. 


Simple Operation 
Mr. anp Mrs. Moopy left Wednesday morn- 
ing for the clinic at Rochester, where Mrs. 
Moody will have a garter removed by Dr. 
Winslow.—Dunkirk (W yo.) Sentinel. 


Very Potent 
SNnorinc, restlessness, fitful tossing cured by Dr. 
Chon Li’s Chinese Herbs. Users have been 


sleeping quietly for over 40 years. Kian See 
Herb Co.—Vancouver Press. 


Hot Diggity! 
Dr. Hammonp asserts that he found Miss 
Turner in a delicious condition, out of her head 


and running a high temperature.—Cowley 
(Tenn.) Star. 
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e To some, the needle and syringe are 
harbingers of relief from the disturbing 
symptoms of estrogen deficiency. To 
others, their very sight is torture. 


The fearful, timid woman 
may be the one of large frame, 
in the man-tailored suit, while 
her fluttery sister in ruffles and 
bows accepts the needle without 
@ quiver. 


Some Quiver 


Estrogenic Substances-Breon from 
natural sources are for parenteral in- 
jection. Some menopausal patients 
report—aside from the effect on vas- 
omotor symptoms—a welcome sense of 
‘well-being and relaxation from such 
natural estrogens. 


For those to whom the convenience 
and economy of oral administration are 
important, Diethylstilbestrol Dipro- 
pionate Caplets-Breon are available. 

The physician has, between these 
two aids, wide latitude in type, in po- 
tencies, and in route of application. 
With them he can satisfy both the 
needs and the preference of his patients. 


Estrogenic Substances 


in Oil Solution-Breon 


ampuls of 10,000 I.U. per cc and multiple 
dose vials of 10,000 and 20,000 I.U. per cc. 


Diethylstilbestrol Dipropionate 


Caplets-Breon 
0.2, 0.5, and 1.0 mg. 


George A. Breon. Company 


( KANSAS CITY, MISSOURI 


RENSSELAER, N. Y. 
ATLANTA 
SAN FRANCISCO 
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elected president. Other officers are Dr. George 
L. Thorpe, president-elect; Dr. A. C. Harms, 
vice-president; and Dr. Clovis W. Bowen, sec- 
retary-treasurer. 

During its third annual meeting in Lincoln 
the first week in May, the Nebraska chapter 
elected Hardy D. Runty, M.D., president-elect. 
Mr. Mac F. Cahal, executive secretary of the 
American Academy of General Practice, was a 
speaker on the program. 

The Mississippi and the Ohio chapters also 
have new officers. Dr. J. B. Howell of Canton 
is the new president of the Mississippi group. 
Doctor Howell was elected at the chapter’s sec- 


POSTGRADUATE COMMITTEES CONVENE 


Tue minutes of the meeting of the Associated 
State Postgraduate Committees of the State 
Medical Societies have just been received at the 
GP offices. The Deans of seven medical schools 
and representatives of twelve state medical socie- 
ties attended the meeting, which was held Feb- 
ruary 4, 1950, at the Palmer House in Chicago. 
Among the guests invited to the meeting were 
Mr. Mac F. Cahal, Mr. Charles E. Nyberg, and 
’ Dr. Lester D. Bibler, all. of the American Acad- 
emy of General Practice. 

Dr. Leroy Parkins, chairman of the group, 
presented in his report, a summary of the ac- 
tivities of the Associated State Postgraduate 
Committees. He suggested that it would be well 
“for our state postgraduate committees to give 
serious thought to a regional plan of postgradu- 
ate instruction for all registered physicians in 
certain geographical areas.” 


ond annual convention held in Jackson during 
the first week in May. Other officers include Dr. 
W. Jeff Anderson, Sr., vice-president, and Dr. 
W. M. Dabney, secretary. Dr. W. H. Watson 
was re-elected treasurer. 

Newly elected president of the Ohio chapter 
is Dr. R. M. Knoble of Sandusky. Dr. Gordon 
L. Erbaugh of Dayton takes office as president- 
elect, and Dr. Earl D. McCallister of Columbus 
was re-elected secretary-treasurer. The elections 
took place at the May 16 meeting held simul- 
taneously with the Ohio State Medical Associ- 
ations’ annual convention in Cleveland. Dr. 
Emery G. Kyle addressed the meeting. 


IN CHICAGO 


Dr. Charles Wm. Smith, chairman of the 
Commission on Graduate Education of The 
Medical Society of the State of Pennsylvania, 
discussed “The Role of the State Medical So- 
ciety in Postgraduate Education.” Doctor Smith 
emphasized the public relations value ‘of state 
society activities in the field of graduate educa- 
tion and expressed the enthusiasm of his Com- 
mission toward the replacement of the refresher 
type course by the intensified study of new 
subjects. 

A discussion of the various state programs was 
opened by Dr. Lester Bibler, chairman of the 
Committee on Education of the American Acad- 
emy of General Practice, and Mr. Mac F. Cahal, 
Executive Secretary of the Academy. 

A motion to broaden the membership in the 
Associated Postgraduate Committees was car- 
ried before the meeting was adjourned. 


Cost of Gouexnment Can Be Reduced 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. 
Oppressive taxes will eventually destroy the freedom of our democracy. Let’s do something about 
it! The Hoover Commission found, for example, that: 

While thousands of veterans’ widows wait for money due them, 50 million dollars more has 
been paid to some veterans than they are entitled to receive, and it has not been recovered. 
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with Chronic Arthritis treated with 
Cortilin Aqueous and Sodium Ascorhe 

214 physicians report: 
Diminished Pain in 878 (73.7%) patients 
Increased Mobility in 750 (62.9%) patients 


An patients 


“IMPROVEMENT WAS ASTOUNDING” 
‘*. . . five minutes after the injections the articular 
pain began to diminish and the articular mobility 
began to increase. Fifteen to thirty minutes later, 
the pain had practically disappeared and the mobil- 
ity improved as much as the anatomical changes in 
the joints and muscular atrophy would allow. All the 
patients reacted in a similar way. In some cases 
the improvement was astounding. One of the pa- 
tients was completely crippled by pain and con- 
tractures after rheumatoid arthritis for fifteen 
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years: after one combined injection, she sat up 
with ease and moved her arms and legs about 
freely; all her pain had gone. It was noted that 
the skin became warmer and redder in the articu- 
lar regions after the injection. Some patients be- 
came greatly exhilarated after the injections— 
more than one would expect from the mere relief 
of pain.” 
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